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PERSISTENTLY RECURRING PAPILLOMATA OF THE NASAL 
CHAMBERS WITH SOME REMARKS ON THE 
DIFFERENTIAL DIAGNOSIS OF EPI- 

THELIAL PROLIFERATION. 

BY JONATHAN WRIGHT, M.D., NEW YORK CITY. 

A number of years ago there was an active discussion as to the 
frequency of the occurrence of papilloma within the nasal cavities. 
Hopman and a rather numerous following declared that they are 
of common occurrence, while others asserted that a nasal papillo- 
ma was a rarity. In the course of the discussion it soon became ap- 
parent that the difference of opinion was merely a question of termi 
nology. Virchow, at the rise of modern pathological histology, in 
giving the technical name of fibroma papillare to papill furn 


l 
ished some excuse to Hopmann in his inclusion of 
“mulberry” hypertrophies under the generic term 

The excessive deepening of furrows in a “mulberry” 


frequently produces exaggeration of the “berry” into a long straight 


or bulbous papilla. These exaggerated local creases in turbinate 


hyperthrophy, to the naked eye are frequently indistinguishable 
from a true papilloma. Were it not for the microsce ype the difference 
in the histogenesis would be difficult to trace. At once, with the | 
power magnification, it is seen that the papilloma, such as we 
quently find it at the edge of the soft palate and within the | 

cavity, is an epithelial proliferation. Strictly conformable to Vir- 
chow’s general scheme of nomenclature, it should be called an epi 
thelioma. The slender stems of fibrous connective tissue, over which 
layer after layer of epithelial cells are coated, gives little excuse for 
calling it a “fibroma,” but the objection to the term “epithelioma” 
in modern nomenclature is obvious. 
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The papillary hypertrophy, on the other hand, 1s chiefly fibrous 
connective tissue greatly overgrown in the form of digitations, and 
these latter are covered by two or three layers of epithelium—not 
markedly more than is seen in ordinary smooth hypertrophies. 

[ have thus briefly reviewed the differentiation made ten or fifteen 
years ago in these growth, in order to emphasize the rarity of the 
benign nasal ‘“‘epitheliomata,”’ the true papilloma of the nose. In 
any form they are exceedingly rare. | doubt if more than twenty 
cases thus differentiated from papillary hypertrophies can be found 
in rhinological literature. J have myself seen less than half that 
number, though a much larger number of specimens have been 
referred to me with that clinical diagnosis, which subsequently 
proved to be a fibrous hyperplasis rather than an epithelial hyper- 
plasia. 

Laryngologists are familiar with cases of laryngeal papilloma, 
both in children and in adults, in which the extent of the prolifera- 
tion and the rapidity of recurrence after removal is very great, so 
that it is difficult-—in children, usually impossible—to avoid a trach- 
eotomy. We are familiar with all degrees of this activity of growth 
in the larynx, from the little pinhead papilloma of the elderly man, 
which gives rise to such anxiety but which when once pinched off 
never recurs, to the profusely vegetating masses which recur as fast 
as they can be removed, sometimes even persisting, after the most 
thorough eradication by means of a thyrotomy. 

In my experience, after I have by repeated histological examina 
tions satished myself of the benign nature of the epithelial prolifer 
ation, they never change their type to that of malignancy. In laryn- 
gology there is no such wide-spread, harmful error as the belief in 
the frequency of this metamorphosis from operative interference. 
ln view of much sentiment to the contrary, ] cannot too emphatic 
ally state ni belief—founded ‘on considerable experience with the 


histological diagnoses of these growths—that such metamorphoses 
must be exceedingly rare. I have never seen any satisfactory evi- 
lence of it. Where this belief has been suggested from clinical ex- 
perience, there was malignancy to begin with; the first clinical or 
microscopical diagnosis was at fault, the first grasp of the forceps, 
removing tissue for the microscopic diagnosis, failed to reach the 
listological evidences of malignancy. It unmasks a deeper infiltra- 


tion and by the hyperaemia of the trauma protrudes the heteroge- 


neous cells into prominence. However unfortunate an interpreta- 
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tion may be put on this sequence of events by the patient or the 
family doctor, it is in reality a fortunate circumstance in the true in- 
terest of the patient if the laryngologist is watchful and cautious 
in the expression of his opinion. It helps the diagnosis and arouses 
suspicion. Instead of endangering the patient’s life it helps to give 
a timely warning. A slow, quiescent, subepithelial proliferation un- 
obtrusively but slowly creeps beyond the possibility of surgicai erad- 
ication, if only “observed” long enough. It indeed soon becomes 
a “nolli me tangere.’ 

in such a case, or in a subglottic case beyond the reach of for- 
ceps and of accurate vision,* the growth often goes on to a stage 
when a radical operation is out of the question. Too often the 
fear of touching a perfectly accessible laryngeal growth leads to 
the same result, and this result is in laryngological practice more 
frequent because of the belief of the majority of laryngologists in 
this old fallacy,—that is, in the power of a nip of cold steel to turn 
a benign heaping up of the epithelium into the marvelous potential- 
ities of a malignant growth. Semon’s statistics of 10,000 cases seem 
to have been collected in vain. 

In the more frequent laryngeal papillomata, in nasal papillomata, 
as in those here reported, persistent instrumentation of all kinds, 
persistent recurrences in many scores of cases, have never resulted 
in a change of histological type so far as my experience goes. 

[ have not gone much out of my way in thus exposing myself to 
criticism, because in the history of the three cases to which I wish 
to refer | want to bring into sharp contrast the harmless persistency 


of a recurrence in a “benign epithelioma,’ and the disastrous persis- 


tency of recurrence in a malignant epithelioma. In the nasal cham- 
bers proper the latter growth is about as frequent as the former, 


both being rare. As in the larynx, in the cases of nasal papilloma 
with whose clinical history I have been familiar, there is the same 
variation in the liability to and the persistency of recurrence. 

[ have myself seen two cases, I know of the report of another 
in literature in which the benign but persistent recurrence has e: 
tended over many years without a change of type. In the larynx 
after the tracheotomy tube is in, the growth usually may be left to 


itself without danger to the patient’s life, but in the nose this histo- 





* The ases that have given me the most distress and 2g i 
to the most lively chagrin, have been those mal I mors tl I 
ge entricle which, covered by the 1 Ithy f rd, } 
i smooth surface from which nothing n be ipped r i 





ing spicious can be observed 
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logically benign growth may extend and block up the accessory 
sinuses and upper channels of the nose in such a way and to such 
an extent that grave fears of meningeal infection from nasal suppu- 
ration may arise. In this aspect of the cases they may endanger life. 

Case I.—I have first to refer to the history of a case of a woman, 
aet. 42, reported in 1886 by Verneuil.* Papillomatous masses were 
extruded from the nostril and the nasal arch was widened into the 
frog face familiar in malignant growths and naso-pharyngeal fibro- 
mata. They were cleaned out repeatedly by intra-nasal procedure, 
and promptly recurred. An external incision, opened up the nasal 
cavity and the mucous membrane was thoroughly curetted, and 
much of the turbinate structure was removed, This involved the 
resection of the anterior wall of the maxillary sinus. There were 
multiple recurrences and multiple operations. Finally there only 
remained the palatine arch and the posterior two-thirds of the floor 
of the orbit. The proposition was made to leave the cavity open 
for continued curettements. Naturally, it is not surprising that af- 
ter several years of this treatment the case passes out of observation 
in practically the same condition as when first seen. 

With the memory of the report of the atrocious treatment and 
the results in this case, it is not surprising that I counselled more 
expectant treatment in the following cases: 

In February, 1904, Dr. Arnold Knapp gave me some sections of 
a growth from the nose of a patient whom he subsequently sent to 
me for advice. He had correctly diagnosed the affection, but others 
who had seen it regarded it as malignant or syphilitic. 

Case 11—Woman, aet. 45. Married; robust health. No syphi- 
litic history. It was elicited from the patient that ten years pre- 
viously she had a very severe blow from a fall on a bicycle handle, 
the violence being inflicted on the nose at exactly the external spot 
corresponding to the situation within from which the growth 
seemed to spring and radiate.+ Five years after this accident the 
growths were first noted, but as they were by that time so abund- 
ant as to project from the nostril, it is fair to conclude that their 
real beginning had long antedated this observation on the part of 
the patient. There had been little or no pain or bleeding and no en- 
larged glands. There was an occasional history of coryza with 


* Verneuil: Bull. et Mem. de la Societe de Chirugie de Paris, No. 12, 
p. 659, 1886. 


+In the report of a case of sarcoma in an ox. I have drawn attention 
to the coincidence—perhaps it is nothing more—of the infliction of exter- 
nal violence. and the 
Record, April 20, 1895. 


occurrence of an intro-nasal tumor. See Medical 
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sore throat, and a feeling of pressure over the maxillary and eth- 
moid sinuses. 

On examination sessile papillary growths, looking like a wide- 
spread “seed wart,’ covered the upper and anterior surface of the 
right nasal chamber, extending over the middle turbinate and the 
adjacent septal surface; going far back in the middle fossa, run- 
ning forward to the muco-cutaneous junction of the vestibule of the 
nose, extending down somewhat over the inferior turbinate. Some 
masses were of the size of a bean, but for the most part they were 
smaller and more sessile. There was no evidence of sinus involve- 
ment, but the exact limitations of the growth could not be clearly 
defined. To me it furnished no suggestion of malignancy or sy- 
philis. I advised against any external operation and Dr. Knapp, 
some months after I saw her first, placed her under ether and cu- 
retted all attainable surfaces by intranasal procedure. In a few 
weeks the condition was practically the same as before the opera- 
tion. When placed by Dr. Knapp under my care, Dr. Harmon 
Smith and I at many sittings at short intervals removed large mass- 
es. For two years this was kept up with no perceptible change in 
the promptness with which recurrence took place. She then 
moved to Providence and was placed in the care of Dr. Edward 
S. Bacon, who continued the removal of the growths, and for a 
time sent them to me for examination. There supervened some evi- 
dence of sinus suppuration, but the symptoms were not sufficient to 
warrant operation. She subsequently came under the care of a 
Boston specialist, and I learn from Dr. Bacon that the conditions 
have improved somewhat. 

As to the histological features, there was nothing differing in 
any way from that of a typical papilloma of the larynx except in 
the profusion of the epithelial proliferation. The stems of the con- 
nective tissue frame-work were few and far between. Through one 
fragment the sections fell in such a way as to exhibit the spot where 
the normal columnar epithelium of the middle turbinate region 
quickly changed into the profuse proliferation of the benign papil- 
loma, but there was absolutely nothing to be noted except that the 
nonciliated columnar cell grew shorter and broader, and one cell 
was piled on the other in many layers at the surface, becoming a lit- 
tle granular and in places approaching the squamous type. The 
stroma at this border line showed some thick walled blood vessels 
and evidences of chronic inflammation, as well as of more recent 
acute involvement. From this was derived the few connective tissue 
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fibres and capillary blood-vessels which shot up into the proliterat- 
ing epithelium and formed the papillae. Over all this time, a period 
of at least five years, the growth was persistent with little real harm, 
but a good deal of annoyance to the patient, and attended by a good 
deal of anxiety on the part of her surgical advisers, lest the su- 
pervention of sinus suppuration should lead to grave secondary 
dangers of pyogenic infection, which would be extremely awk- 
ward in such a patient. 

Case I1[.—In March, 1905, a nasal growth of exactly the same 
histological character was submitted to me by Dr. A, J. Smith, of 
Yonkers, New York. I subsequently also saw the patient in con- 
sultation. ‘To Dr. Smith and to Dr. J. F. McCaw of Watertown, 
New York, who also saw the patient, [ am indebted for the clinical 
history. 

Mrs. G. aet. 55, a farmer’s wife. She had had intranasal ob- 
struction for ten or twelve years, but the present trouble was sup- 
posed to have begun two and a half years before [ saw her. The 
growth sprang from the inferior turbinate of the right side and 
choked up the lower part of the right nasal passage. It had been 
removed in part or whole upon five different occasions within two 
years. ‘The growth was very friable and bled easily upon manipu- 
lation. While the patient was not strong, her health had undergone 
no material change. Rhinoscopic examination showed a much an- 
erier growth but of somewhat less extent than’in the former case. 
Dr. Smith removed it and as the field of operation was well in view 
more confidence was felt as to the thoroughness of the operation 
than in the former case. It promptly recurred, however, and con- 
tinued to do so in spite of several subsequent operations by her fam- 
ily physician, which probably were not very complete. I learn 
from Dr. Smith that after a year of this treatment they finally ceas- 
ed to recur, and for a year now she has been free of the intranasal 
growth. A diagnosis of malignancy had also been made in this 
case and the advisability of an external operation urged. 

While this third case did not present the persistence of recur- 
rence noted in the other two, it nevertheless gave considerable trou- 
ble and anxiety. It is chiefly interesting here as forming a gradua- 
tion in the exuberance of growth exhibited between the ordinary pa- 


pilloma and the case of Verneuil and that of Dr. Knapp. 


In the nose there is another growth which also presents the fea- 


tures of enormous epithelial proliferation. It also grows in the 
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form of papillary projections. I speak of the benign adenomata, 
called by Lillroth Zottenkrebs. They seem, at least in the nose, 
to bear a closer relationship to the malignant adenomata or adeno 
carcinoma than the “benign epithelioma” or papilloma to malignant 
epithelioma. Neither clinically nor microscopically is the observer 
so apt to confound papilloma of the nose with epithelioma, as be 
nign with malignant adenoma. In the latter cases [ have frequently, 
in spite of all the humility engendered by years of experience, pro- 
nounced an adenomatous growth of the nose malignant, which has 
yielded permanently to superficial ablation, With these growths | 
know of no way, either from the clinical history or from the micro- 
scopical findings, nor, often, from the two combined and compared, 
to make a confident diagnosis. Growing from the glandular epith 
elium the adenoma is apt to simulate malignant infiltration more 
than the papilloma which is a proliferation of the surface epithelium, 
and however profuse and rapid in its recurrence the latter may be 
it does not present that evidence of infiltration which 
nize clinically in the malignant epithelioma. Nor is ther 
tainty in the histological differentiation. In adenoma the cells may 
proliferate in such a manner that much of the glandular structure 
is lost, and the epithelial cells depart considerably from the normal 
type, and yet ablation and curetting will eradicate the growth with- 
out excessive difficulty. Such was the case referred to by Dr. 
Hurd. 

On the other hand, I have seen such procedures, even accompan- 
ied by the most extensive resection of the parts, inadequate perma 


rrowth, which gradually extending and in- 


nently to eradicate the ¢ 
filtrating the tissues causes the death of the patient in two or thre 


years. 
Here structure is no safe criterion of malignancy, and the clini- 


lv leaves the observer in much doubt. In 


41 
| 


cal course as well frequet 
the adenomata, such as I was able to reportt from Dr. Hinkel’s 


practice, where in spite of persistence in recurrence and the ex- 


tent of the growth, the structure never lost its markedly acinot 
character, the microscopic findings enable one to assert vith ome 


1enD) 
iC) 


plasm. After eleven 


confidence the essential benignity of the pla 
vears in Dr. Hinkel’s case, and in others with which I am familiar 
after repeated recurrences, the tissues finally cease to reproduce the 
excrescences. 

*The Annals of Otology Rhinology and Laryngology, Ju 
j The American Journal of the Medical Scie es, October, 1898 
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On the other hand, it does not always follow, even when the 
epithelial proliferation has lost its distinctly glandular appearance, 
that the prognosis is hopeless. I have referred te Dr. Hurd’s case. 
The case reported a number of years ago by Dr. Bryan* also occurs 
to me, in which also I was mistaken. [I have never been able to ac- 
cept the view that in those cases which eventually go the other way 
it is an instance of a benign turning into a malignant growth. Such 
cases finally show by their clinical course that they are malignant, 
but repeated examinations reveal no change in the character of the 
structure. I*ully aware of the opposing views of many others in 
this matter, I am compelled to speak from my own experience alone. 
I have never seen in the nose and throat, where ablations of various 
growths are often made at repeated and long extended intervals, 
any evidence of a histological change in type from the benign to 
the malignant in either papillomatous or adenomatous growths, 
though I have frequently failed to find evidences of malignancy from 
superficial pieces of tissue from the larynx, which subsequent and 
deeper incisions revealed. 

In the sarcomata, the connective tissue tumors, my experience 
of such apparent metamorphosis of structure is limited to one case, 
that reported by Dr. Hopkins. A tonsillar hypertrophy in a boy 
recurred, and I pronounced it as showing the usual structure of 
hypertrophy. A second occurrence after ablation I considered of a 
doubtful character. A third, and yet more a fourth recurrence, 
showed clearly the typical small round celled structure of the sar- 
coma usual in such a situation, and it ran the usual course. Now 
the lesson of this case was that the malignant potentiality was pies- 
ent in the first recurrence, but with normal stroma and germinal 
centres there was nothing, besides the prompt recurrence after the 
first removal, to support its malignancy. 

Were I cognizant only of my own shortcomings in such cases 
I hope I should have the courage to ascribe it to a deficiency in my 
own personal equation, but I have shared in the humiliations as 
well as joined in the triumphs of others, for a sufficient number of 
years to induce me to believe that tissue structure is by no means 
an indication of the potentialities residing within the vital processes 
of its component cells. This I believe to be the proper light in which 
to view the number of instances reported by D’Arcy Powert and 
others of the benign course of malignant growths, if I may use 


an hibernianism. In the lower animals, at least the dog and the 


*Am. Journal of Medical Sciences, October, 1898. 
+The Lancet, March 4, 1899, 
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mouse,—to speak from my own observation as well as that of oth- 
ers—a structure which would be regarded as surely of malignant 
prognosis in man, not infrequently belies that interpretation in 
them. 

Yet with a fuller appreciation of this fact than seems to be en- 
tertained by other pathologists, whose experience has not been some- 
what tempered by clinical observation as well, I do not wish to be 
understood, for a minute, as intimating that the microscope is not 
in the vast majority of cases the safer criterion. Clinical experience 
and histological experience frequently fail as separate observations, 
but far superior to either one is the combination of both—yet this 
tco is not unfailing. The essence of malignity lies far back of all 
that hitherto has been revealed in biology. It lies at the very root 
of life itself. It will never be revealed until science wrests from 
the unknown the secret spring of cellular mutations. It is inti- 
mately bound up with the broader problems of biological science 
the question of species and varieties and their transmutations. 

The tendency to epithelial proliferation is usually accompanied 
by a keratosis of the superficial epithelial layers. Though frequent- 
ly local, it is often, as in the cases here reported, so persistent and 
yet so often devoid of any apparent local cause for the exaggerated 
cellular activity that it would be a very natufal surmise to suppose 
that behind it lay some constitutional dyscrasia, at least as a predis- 
posing factor in the etiology. This possible existence of a systemic 
cause for a local manifestation receives some support from the 
cases recently reported by Siebemann,* in which hyperkeratosis 
of the skin was accompanied by that of the mucous membranes. 
There is no doubt some genetic connection between papi!ioma and 
keratotic conditions of the epithelium, best seen in those curious 
cases of laryngeal pachydermia. 


44 West Forty-ninth Street. 


Radical Operation for Chronic Empyema of the Antrum of High- 
more. KK. BucHER. J/onats. f. Ohrenh. May, 1906. 

The author applies the term “radical” operation to a thorough ( ?) 
curettage of the antrum through the enlarged socket of a molar 
tooth. The antrum is kept separated from the mouth during the 
treatment by means of a dental .plate. He succeeded in curing 13 
of 15 cases YANKAUER. 


* Archiv. fuer Laryngologie. Band xx. hft. 1, 1907 








GENERAL LYMPHO-SARCOMA ACCENTUATED IN 
THE PHARYNX.* 
BY FRANCIS PATTEN EMERSON, M.D., BOSTON, MASS. 

The following is the report of a case of lympho-sarcoma observed 
over a period of five years, including the histological and pathological 
findings, with a brief synopsis of cases found in the literature relat 
ing to sarcoma appearing in the naso-pharynx. 

No attempt has been made to discuss malignant growths in gen- 
eral or their relation to pernicious anaemia and leukaemia, although 
as Kelling and others have pointed out, there is a close resemblance, 
both biologically and from a pathologico-anatomic point of view. 
This is shown by the favorable influence of ‘arsenic, the Roentgen 
rays and intercurrent attacks of erysipelas upon all of these patho- 
logical conditions. Kelling cites the case of a large dog inoculated 
with heterogeneous embryonal cells, who died of pernicious anaemia. 
All cases treated by arsenic, however, were examined to see if there 
was any justification of the conclusions drawn in the case cited below, 
as well as the generally accepted value of this remedy placed upon it 
by the profession at large in malignant diseases. The results in some 
cases, as Tilley observes, seem truly extraordinary. On the other 
hand, such careful observations as those of Stoerk, Eisenmengen, 
Israel and Bosworth show that quite as remarkable recoveries occur 
without the use of this agent. The concensus of opinion, however, 
would seem to be that in the early stages, without glandular involve- 
ment, it is a remedy of approved value, but where recurrences take 
place, it is of but little use. 

In regard to a provisional diagnosis of syphilis, Stoerk remarks 
that in his experience the diagnosis of lympho-sarcomas of the larynx 
and pharynx has never been made during life by laryngosocopy and 
rhinoscopy. For years, he and others with him have observed these 
tumors, but have diagnosticated syphilis in the recent and carcinoma 
in the older cases. Only microscopic examination of extirpated por 
tions can reveal the pathology. 

April 30, 1901, Mr. W., a merchant 47 years of age, born in Bos 
ton, was referred by Dr. P. with the following history: 

His father died at 75 years of age of cardiac disease; his mother 
died at 74 years of age of carcinoma; one brother died of phthisis, 

Presented as a Candidate’s Thesis at the Thirteenth Annual Meeting 


of the American Laryngological, Rhinological and Otological Society, New 
York City, May 30, 31, and June 1, 1907: 
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one sister of scarlet fever. The patient has had typhoid and at the 
age of eight, an attack of rheumatic fever, which recurred annually 
6 or 8 times. In 1898, an intestinal hemorrhage was followed by 
fainting ; there was epigastric tenderness and a general consultant 
diagnosed duodenal ulcer. In 1899, the fainting preceded hemate- 
mesis. Foilowing his hemorrhages, there first developed some diffi 
culty in articulation which grew worse and was followed by hoarse- 
ness. 

The general examination showed a spare man, poorly nourished, 
with marked pallor and swollen upper lids, having the general ap 
pearance of pernicious anaemia. There were no scars on the skin or 
mucous membranes. Glands were found in the groin and neck. The 
spleen and mesenteric glands were not palpable. There was cardiac 
hypertrophy with a systolic murmur at the base; the rhythm, howev 
er, was regular and compensation good. There was slight dyspnoea. 
The uvula was club-shaped and the size of one’s thumb. A new 
growth, which seemed to be an extension of the posterior palatine 
folds was seen in the lateral walls of the pharynx as large as the 
little finger with a central plaque between ; this central mass protrud- 
ed at the lower third of the pharynx ; it was resistent to the finger and 
of a grayish color. The larynx was not involved. The nares were 
obstructed completely, apparently from collateral oedema, with a 
tense and water-logged appearance of the mucous membrane; this 
did not shrink under cocaine sufficiently to afford a view of the 


pharyngeal vault. The upper eyelids were puffy especially at the 





outer third, where they formed a curtain over the eyeball. 
sion of the lower lids showed them to be thickly studded with 


granular elevations. There were nodules in the cheeks and at each 


side of the frenum of the tongue. The bridge of the nose was broad 
ened. 
Mr. W. had no pain, headache or sensitiveness of the scalp. 


Syphilitic and alcoholic history was denied. His weight had dropped 
from 159 to 130, and later it fell to 126% pounds. He had so-called 
bilious attacks frequently and such an attack always preceded tarry 

stools. His temperature was normal and pulse 80. There was loss 
of appetite, with marked pallor and depression, fullness of the 
epigastrium and muscular weakness. His station and gait were nor- 
mal. The pupils reacted and there was no Romberg. A provisional 
diagnosis was made of syphilis, and he was put upon the iodides, with 
inunctions of mercury. April 22, 1901, he had gained 2'% pounds. 


During the attack of rheumatism, lasting two weeks, his physician 
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reported that the hoarseness with difficulty in swallowing and the 
swelling of the eyelids improved decidedly, but returned with con- 
valescence. November 7th, his weight had increased to 132% 


pounds; November 15th, to 133%, and November 26th, to 134 
pounds. December 15th, there was a slight hemorrhage from the 
stomach and bowels, and January 23rd, 1902, another hemorrhage, 
which was followed by improvement in the swollen condition of the 
throat and eyelids. In the three days preceding the hemorrhage, 
he had had yellow, watery stools, without epigastric tenderness, and 
following them, the nares became more open, and swallowing was 
less difficult. His general condition, however, was that of a very 
sick man. March 4th, the lateral walls of the pharynx appeared 
more swollen, as well as the central mass, causing choking and much 
difficulty in swallowing. The lymphatics in the neck, cheeks and 
eyelids were worse. The uvula, however, was two-thirds its former 
size and the nares more clear. His pulse intermitted—one beat in 
seven, and there was marked muscular weakness. The treatment 
had been stopped three times from intercurrent attacks of influenza 
which he shared in common with the other members of his family; 
this interrupted treatment so that it was difficult to estimate its 
value. May Ist, an examination of the urine and sputum was nega- 
tive. The blood showed haemoglobin, 75%; reds, 3,568,000; with 
no increase in the lymphocytes. A microscopical examination had 
been made May 17th, 1901, by Drs. Mallory and H. C. Low of the 
Boston City Hospital, from a snipping from the posterior wall of 
the pharynx; they reported as follows: Gross appearance of a spread- 
ing growth on the posterior wall of pharynx, growing down two sides 
in ridges as large as the little finger. The snipping had been taken 
from the growing edge, low down. The microscopical description 
was that of a round celled growth very ‘much resembling lymphoid 
tissue, showing very few mitotic figures, and of evident slow forma- 
tion. It had for the most part a definite capsule, but in places is 
infiltrating the muscle tissue. A large growth would suggest sar- 
coma. This section was afterwards pronounced undoubtedly lympho- 
sarcoma. 

At this time, the treatment was changed to arsenic and he was 
put upon Fowler’s Solution, which was gradually increased to XV 
minims T. I. D.; this was continued a year then omitted a year, then 
resumed for two weeks then again omitted. It was twelve months 
before there was any objective change which was decided, then the 
throat was distinctly better, although he was thin and weak and had 


given up his business interests. 
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An examination September 25th, 1905, showed no spleen and the 
general physical condition was negative, except the old heart lesion, 
which was not giving symptoms. Locally, the naso-pharynx was en- 
tirely clear, the bridge of the nose was broad, the lids had just com- 
menced to be puffy again after twelve months of normal conditions, 
and for this he now consulted me. He had had no hemorrhage for 
four years. There were no glands, pallor or muscular weakness. His 
appetite was good and his weight 154 pounds, which was normal. 
The blood examination was negative, there were no abnormal cells 
and the leucocytes were not increased. On account of the returning 
puffiness of the lids, the arsenic was resumed. October 26th there 
was a hemorrhage from the left naris which saturated two handker- 
chiefs. The blocking of the nares having partially returned, this 
then disappeared from the left but not from the right side. A few 
weeks of the arsenic was followed by a return to the normal. No- 
vember 17th, the patient was shown at a meeting of the New Eng- 
land Laryngological and Otological Society and the members con- 
cured in the probable diagnosis, although there was no clinical evi- 
dence at this time of any local pathological process. 

During the year ending May Ist, 1906, Mr. W. had been better 
than for five years. He was of normal weight, good color, bright 
mentality andable to take active interest in his surroundings, al- 
though he had retired from business. 

April 13th, while in his carriage house with his son, the suspend- 
ed shafts of his carriage fell, knocking off his hat and grazing the 
left naris from which a drop or two of discolored serum exuded. 
It was not enough to attract his attention until noticed by his son. On 
Sunday, the skin became red and oedematous, accompanied by a chill 
and temperature of 102.5. Monday the area became circumscribed 
and showed fluctuation ; it was opened under ether by his family phy- 
sician, and pus evacuated. One week later, after some joint pains, 
thick pus was again evacuated. April 27th, he complained of his throat 
being full. This was followed by a profuse discharge and evidence 
of collapse. In the afternoon, there was an additional discharge, so 
abundant that his physician thought he would choke to death, and 
which he described as a frothy mucus which appeared as fast as it 
could be wiped from the mouth. May 7th, I saw him in consultation ; 
at this time his temperature was 100, pulse 96, R. 28; pupils contract- 
ed; he was delirious, but spoke intelligently on being aroused. Ex- 
amination did not reveal anything abnormal in the naso-pharynx or 
throat. On the 10th, I saw him again and his condition was one 
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of coma, from which he could not be aroused. Death followed about 
noon, apparently from toxemia. 


Autopsy By Dr. Worracnu, Pathological Dept., Harvard Medical 
School, May 11, 1906. 

Body of a tall, fairly developed, but poorly nourished man. Sub- 
cutaneous fat scanty. Rigor mortis present. Slight lividity of de- 
pendent parts. No enlargement of lymph nodes, 

Pericardial Cavity —Owing to multiple punctures of all the hollow 
viscera, this cavity is full of dirty brown fluid and semisolid ma- 
terial. Peritoneum a dull gray throughout. Appendix retrocoecal, 
free of adhesions, 6 cm. long, with a mesentery to its tip; an ileo- 
coecal band is present. Mesenteric lymph nodes not enlarged; in- 
guinal lymph nodes also noted, but not enlarged. 

Pleural Cavity—A few fairly firm adhesions at left apex and over 
right lower lobe posteriorly, and anteriorly to the pericardium. No 
free fluid. 

Pericardial Cavity—Completely obliterated by dense adhesions. 
(This heart was removed in toto.) 

Heart.—Weight 300 grams; contracted; right ventricle and aur- 
icle contain a small amount of semi-solid clot. The endo-cardium is 
smooth and glistening throughout, except for a slight opacity and 
thickening of one of the mitral segments. All valves appear to be 
competent. Myocardium pale. Coronaries moderately sclerosed 
but patent. 

Laungs.—Collapsed with thorax. Surface smooth, glistening, 
light gray color, the lobules being defined by a deeper gray reti- 
culum. Consistence soft and elastic; cut surface smooth and dry. 

Liver.—Estimated weight 1600 grams. Surface dark red and 
smooth. Edges sharp. On section cut surface smooth; an indefin- 
ite grayish and brownish mottling with no distinct definition of 
lobules. The colors shade gradually one shade into the other. Sub- 
stance fairly firm. 

Spleen.—Weight about 175 grams, deep chocolate and_ bluish 
tint. Capsule smooth. Edges sharp. Firm in consistence. Cut 
surface smooth and moist. Malpighian bodies visible as minute, 
semi-translucent dots, .5 mm. in diameter. Trabeculae well marked. 
Pulp does not bulge. 

Pancreas ——Of normal contour and of uniform, firm consistence 
throughout. Surface pale gray with indistinct markings of lobules 


(due to.embalming fluid). Cut surface grayish pink, with fair 


definition of lobules, averaging 1.5 mm. 
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in 
tact, no thickening of the walls. (No evidence of healed ulcer in 
duodenum. ) 


Gastro-intestinal Tract—The mucosa throughout is pale and 


Kidneys.—Readily shell out from perirenal fat and areolar tissue. 
Surface dark chocolate brown in color, and no stellate vessels vis- 
ible. Capsule peels readily leaving a smooth surface. Cortex pale 
and measures .5 cm. Medualla dark red. Pelvis not enlarged. One 
large cortical cyst. 1.5 cm. in diameter found in right kidney. 

Adrenals.—Firm and on section show a yellow cortex with a 
coffee brown central area. 

Bladder.—Wall measure about 2 mm. Organ contracted. Mu 
cosa pale gray in color. The right prostratic lobe is enlarged and 
bulges into the bladder. In the plane of the bladder wall, it meas- 
ures 3 cm. On section it is firm with a uniform pale gray dry 
surface. 

Arteries —Intima throughout abdominal and thoracic sorts shows 
numerous raised pale yellow thickenings. 

Lymphatics—At the base of the tongue immediately behind the 
circumvallate papillae are two small elevations measuring 1x.5 cm. 
(One on each side of the median line.) On section the thickening 
is due to a pale pinkish tissue between the mucosa and muscle. 
About the middle of the left aryteno-epiglottidean fold near its pos- 
terior insertion, is a similar lump of the same size. On section, 
they both present the same soft consistence and pinkish color. 
Uvula and tonsils negative. 

Head.—Scalp and calvarium normal. On the under surface of 
the dura over the vertex on both sides is a red granular layer with 
a few bright and circular patches. The pia is lightly opaque over 
the ,sulci; the vessels are empty or contain discolored, hardened 
granular blood. The posterior half of the left cerebrum is colored 
bright intense red, due to diffusion of blood pigment into the pia 
and brain tissue, 

Brain.—Estimated weight 1300 grams. Aside from the color of 
the posterior half of left hemisphere, the surface is normal in ap 
pearance. Consistency increased owing to embalming. Pia strips 
eadily form a clear surface. On section nothing abnormal found 
in hemispheres, except a diffuse red coloration of cortucal and outer 
portion of white matter over posterior half of the left hemisphere. 
The consistency is softer here than elsewhere; the vessels contain 
red blood in contrast to the hardened blood elsewhere. Ventricles 


+ 


are negative. Nothing abnormal found on section of basal ganglia, 











96 EMERSON: GENERAL LYMPHO-SARCOMA. 


pons, medulla and cerebellum. Vessels at base show an occasional 
thickened yellow patch. Middle ears negative. The sphenoidal 
and ethmoidal sinuses are clear. The mucous membrane is pale, 
moist. Mastoid cells negative. 
Diagnosis.—Chronic pericarditis adhesive. 

Chronic fibrous pleuritis. 

General arterio-sclerosis. 

Hypertrophy of prostrate. 


MICROSCOPIC EXAMINATION. 


Heart.—Myocardium is negative. The pericardial surface is cov- 
ered with a deep layer of fibrous tissue, with lymphoid and plasma 
cell infiltration. In places, there is little hyaline reticular fibrin. 
There are flattened spaces lined with cuboidal cells, which probably 
represent the junction of parietal and visceral pericardiums. In 
places near the myocardium in hyaline detritis and in the fibrin are 
numerous barred bacilli singly and in short chains. No evidence of 
acute inflammation. 

Lung.—Negative. 

Spleen.—Markedly injected. Splenic corpuscles are small, irregu- 
lar. Arteries show moderate hyaline change. 

Liver-—Marked injection at centers of lobules; otherwise nega- 
tive. 

Kidney.—Markedly injected. There are occasional foci of sclero- 
sis in the cortex. There is diffuse swelling of the renal epithelium 
with filling of tubules with granular detritus (Embalming?). There 
is an occasional hyaline cast in the collecting tubules. 

Adrenal.—Negative. 

Thyroid.—Negative. 

Parathyroid.—N egative. 

Bone Marrow.—(Femur.) Very cellular with small amount of 
fat. Markedly injected. Contains many multinuclear giant cells, 
and mononuclear eosingphiles. (Typical active bone marrow.) 

Base of Tongue.—The soft tissue found at autopsy consists of 
lymphoid tissue with germinal centers. The whole covered with 
stratified epithelium. There are many crypts lined with epithelium 
and filled with cells and detritus. The structure is that of norma! 
tonsilar tissue. 

Aryteno-epiglottic Fold.—There is a large amount of lymphoid 
tissue beneath the epithelium, containing germinal centers. There 


are also irregular areas of marked lymphoid cell infiltration in the 
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connective tissue throughout the structure. A piece of the arety- 
moid cartilage is normal. No evidence of malignancy. 

Lymphoid Nodes.—F rom various sources, negative. 

Prostate Gland.—Hyperthophy. No evidence of malignancy. 

Cortex Cerebri.—Negative. 


SUMMARY OF CASES REPORTED BY OTHERS 
STOERK. 

Feb. 3, 1893.—Laundress, 33 years old. She stated that six 
months previously she had undergone an operation for carcinoma 
of the breast. During the last six weeks, she has been troubled 
with progressive dyspnoea. Examination showed both tonsils as 
large as pigeon’s eggs. There was infiltration of the pharyngeal 
walls extending to the vault. The mucous membrane was pale. 
The soft palate and uvula were thick and red, and phonation was 
difficult. The infiltration extended down into the sinus pyriformis 
on either side and invaded the larynx. When, shortly after, an 
excision was made for examination, the patient was seized with 
severe choking, demanding an immediate tracheotomy. This gave 
relief and the patient seemed improved, but died in the evening of 
the same day. Microscopic examination—lympho-sarcoma. 

Apr. 13, 1891—Woman of 22 years. The general color was 
that of pernicious anaemia. For one year, she had had obstruction 
of the nares and a nasal voice, accompanied by headache and diffi- 


1 fillin 


cult breathing. Examination showed a growtl the naso 
pharynx below the level of the soft palate; it was removed with 
the forceps and currette after splitting the soft palate on one side 
to the median line. The bleeding was severe. ‘The growth re- 
turned a few months later, but the physician refused to do a sec 
ondary operation and the patient died one year later. 

1892.—Man of 32 years, who gave history of throat trouble for 
some time. Examination showed ulceration of the posterior por- 
tion of the soft palace, with swelling of the greater part of the 
posterior wall and side of the pharynx. That part of the soft palate 
above the ulceration was edematous. \ diagnosis of syphilis was 
made and, as there was a history of anti-syphilitic treatment given, 
this was considered to have been insufficient. Local treatment was 
instituted with cauterization with Lapis infernalis. This proving 
of no benefit, an institution was suggested; this met with no favor 
as the patient was a bridegroom. October 13th, a microscopic sec- 
tion examined by Chiari showed lympho-sarcoma, and on November 
Ist he was put on Fowler’s solution. At the end of November, a 
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swelling the size of a hazel-nut appeared in the right naso-pharynx 


and at the lower end of the left posterior pillar; the latter showed 
ulceration. Early in January, a hard swelling appeared under the 
left angle of the jaw extending into the cheek. At the end of Janu- 
ary, the naso-pharynx was full and the swelling extended as far 
forward as the canine fossa. Death occurred March 18th after an 
epileptic seizure. Metastases were found in the liver, mesentery, 
pancreas and retroperitoneal regions. 

1893.—November. Late in 1893, a student complained to Stoerk 
of pain in his throat. Examination revealed an ulcer behind the 
soft palate on the upper posterior wall of the pharynx. The adjacent 
structures become swollen. A diagnosis of syphilis was made; this 
was denied upon his word of honor by the patient and the physician 
contented himself with an exhibition of the iodides. Acute nasal 
symptoms appeared and headache. A few weeks later, a specimen 
showed under the microscope lympho-sarcoma, and Fowler's solu- 
tion was given. In the middle of December, the tumor was removed 
by curetting. Pain in the head and ears persisted. In February, a 
further partial removal of the recurring tumor was undertaken, The 
rest disappeared spontaneously. Later swellings appeared behind the 
posterior pillars of the palate and were treated with injections of 
Fowler’s solution and Pyoctanin. By the middle of April the 
growth had disappeared. ‘Toward the last of April, fever and chills 
came on and the general infection increased, from which he died 
May 18th. In the latter part of his illness, no tumor was visible 
in the pharynx, nor were any glands palpable in the neck. 

Stoerk also cites three cases of lympho-sarcoma of the pharynx 
with no history beyond a microscopic examination and diagnosis. 

One a girl of 18 years who for a year had had pain and discom- 
fort in the throat, with difficulty in-clearing it of mucus. The 
pharynx and soft palate were much swollen as far down as the 
larynx. The epiglottis and sides of the larynx were infiltrated. The 
patient died two years later. 

The second, a woman of 36 years who for four months had had 
subjective symptoms of a foreign body in the throat with difficult 
speech. Both tonsils were very much swollen, as well as the pharyn- 
geal walls, where the swelling extended into both naso-pharyngeal 
fossae. The larynx was not involved. 

EISENMENGEN., 

A man 23 years old, who for two weeks had noticed a change of 

voice and obstruction of nasal breathing. During the few days pre- 
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vious, there had been tinnitus and deafness in the left ear. No pain. 
Mouth breathing, with fetid breath and voice of nasal quality were 
noted. The right half of the soft palate was pushed forward by a 


tumor as large as walnut, which was rough and firm without ul- 
ceration. The uvula was displaced to the left. The tonsil was nor- 
mal. The tumor apparently sprang from the posterior wall of the 
pharynx and sent a prolongation into the naso-pharynx. It was re- 
moved with the scissors and sharp curette and the base cauterized 
with the Paquelin cautery. For a few days, the wound did well 
and the symptoms improved. Soon headache was accompanied by 
insomnia. On the eleventh day a right, and on the twelfth day, a 
left oculo-motor disturbance appeared with loss of vision in the left 
eye. In one month, the tumor had returned and speedily caused 
death after symptoms of cranial invasion, 

Boy of 14 years.—On the left side of the neck was a large hard 
irregular mass which was immovable, reaching from the jaw down 
to the clavicle. The skin over it was stretched and marked by en- 
larged vessels. The mouth could be opened but 2 cm. The larynx 
was displaced to the right and immovable. The swallowing and 
breathing were impeded. A large tumor of the left pharynx and 
soft palate presented a firm irregular surface. Its extent could not 
be determined. There was no ulceration, but the mucous membrane 
bled upon touch. Tracheotomy was performed and the breathing 
relieved. Arsenic was exhibited internally and subcutaneously, and 
hyper-osmic acid injected parenchymatously into the growth, but it 
increased rapidly and the patient died in three months. There was 
no ulceration at any time. 


A man of 21 years, who for four months before had noticed a 
swelling on the left side of the soft palate, which had come on 
within a month, but had not increased. Next followed obstructed 
nasal breathing and difficulty in swallowing. The voice was not 
clear. For six months, he had cough and marked loss in weight. 
Recently, food could only be taken in small pieces and chewing was 
difficult. He complained of dryness of the mouth with constant 
hawking, especially at night. On examination, his skin was pale 
and cyanotic. Physical examination was negative. Behind the 
left angle of the jaw a diffuse hard swelling was noticed, which ex- 
tended into the sterno-cleido-mastoid muscle. The mucous mem- 
brane of the mouth looked dry, also the mucous glands and the 
papillae of the tongue. On the left a tumor pushed the soft palate 
down and forward. ‘The tonsil was large but not involved. The 
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uvula was displaced and the entrance to the pharynx very small. 
A hard tumor was palpable, one part of which was in the soft pal- 
ate, another less firm, in the back wall of the pharynx extended 
down to and partly involved the larynx. The choanae was free. 
No ulceration. Tracheotomy was done and a Trendelenburg tam- 
pon canula was inserted through the incision in the cheek, after the 
resection of the jaw. The tumor was extirpated and the pharynx 
packed with iodoform gauze. The next morning, after removing the 
packing, the patient drank water easily. The following night he 
had chills, followed by death in a few hours. Evidence of tubercu- 
losis was found in the lungs, with a tracheo-bronchitis and lobar 
pneumonia. 


A man of 52 years, who had had pain in the right ear for four 
months. There was swelling under the ear and of the right palate 
for two months. The swelling of the palate had increased rapidly, 
but that of the neck only slightly. For a month, only soft food 
could be taken, and for one week, the breathing had been difficult. 
The speech was thick and the hearing in the right ear was impaired. 
In front of the right ear, the swelling reached to the anterior third 
of the jaw, and was hard and irregular. The skin was not involved. 
Beneath the jaw there was a hard swelling as large as a hazel nut. 
On the right side of the soft palate and pharynx was a tumor reach- 
ing forward to the wisdom tooth. The anterior portion was ulcer- 
ated. The uvula was pushed against the left side, and the fauces 
were very narrow. The limits of the growth could not be defined. 
There was entire obstruction of the nasal breathing. Esophago- 
tomy and tracheotomy were performed, furnishing immediate re- 
lief. The tumor was not interfered with. Eight days later, it had 
disappeared. The pain was gone and only a slight paresis of the 
right vocal chord was to be seen. The patient could swallow and 
breathe when the canula was plugged. A few days later, he was 
discharged apparently well, much to the physician’s amazement. 
Ten months later he returned with all the symptoms present as at 
his first visit, and the uvula still edematous. The tumor extended 
down into the pyriform sinus. The gross appearance remained the 
same. A wedge-shaped piece was excised for examination and two 
weeks later, the upper portion of the tumor had entirely disap- 
peared. The lower portion remained for some time, together with 


paralysis of the right chord. Soon there was rapid improvement 
of the lower portion of the tumor also. Six weeks later, there again 
appeared » thickening of the soft palate to the right of the uvula 
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and also at the base of the tongue, displacing the epiglottis to the 
left. The swelling increased rapidly, ulcerated and became ne- 
crotic. The patient died a few weeks later from general infection. 
SROWN. 

Jan. 9, 1903.—A case of lympho-sarcoma (probably of the naso- 
pharynx) filling that cavity and protruding into the nasal cham- 
bers; it had been curetted, but returned after three months. 

In the discussion, Dr. McBride advised arsenic in large doses. 
He had seen several cases of lympho-sarcoma disappear very rap- 
idly under arsenic, and cited a case where a very large tonsillar 
tumor was reduced to almost the normal size by this means. The 
patient died after a few months, however, of malignant disease of 
some abdominal organ. There was no post mortem, and no details 
of the last part of the illness could be obtained. 

He referred to another case, showing extensive ulceration of a 
mass at the base of the tongue, in front of the epiglottis, and a 
large glandular swelling in the neck. At first, he thought it was 
specific and it was treated with mercurial inunctions and iodide of 
potash, without benefit. Then large doses of arsenic were given, 
but proved useless. The patient refused to allow the removal of a 
piece for examination, but kept on with the iodide and arsenic 
treatment for a long time. Later another physician advised caco- 
dylate of soda, and in five weeks the ulcer was healed and the gen- 
eral condition much better. The glands in the neck, however, re- 
mained. Later the patient died, but further details were not given. 

Mr. Spencer advised a partial removal of the growth and vigor- 
ous treatment with arsenic and iodide of potash. He found he had 
difficulty at times in determining the best preparation to use or 
one that could be borne by the stomach. In one case, he used hydro- 
chloride. 

TILLEY. 

Dec. 2, 1904.—A patient 18 years of age, who had been operated 
upon when a small child for cervical adenitis. In September, 1904, 
the examination showed the right tonsil much hypertrophied, red, 
tender and ulcerated. It nearly filled the fauces, enforcing a liquid 
diet. The breathing was difficult. The glands in the right side 
of the neck were very large. The patient was at once put on in- 
creasing doses of arsenic. In three months the swelling in the tonsil 
and the glands were entirely reduced. Mr. Tilley considered it 
doubtful if the improvement would persist, for it is the general ten- 
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dency of these cases to recur, in which case arsenic fails to be of 
benefit, but this temporary benefit is really extraordinary. 

Commenting upon this, Dr. de Haviland Hall stated that, in view 
of its marvelous effects in some cases, he always advised the ad- 
ministration of arsenic in large doses. He cited a case of his own 
in which the tonsillar lesion was entirely cured, but the patient died 
later of a general lympho-sarcomatosis. The pitiful condition of 
the last two months of life was rendered worse by arsenical neu- 
tritis. The occasional pains were very severe and the exhibition 
of arsenic did not relieve them. Arsenic has proved to have but 
a limited value. He considered it fortunate in Dr. Tilley’s case that 
the cervical glands had been removed before the arsenic had been 
used, as he considered cases in which the glands were affected as 
less amenable to arsenic treatment. If the glands have been for the 
most part removed, the remainder will often disappear under ar- 
senic. 

Dr. McBride suggested the use of cacodylate of soda in cases 
where arsenic failed. He reported a case in which a combination 
of this with iodoform worked well. He reported two cases of 
lympho-sarcoma in which the tumor in the throat had disappeared 
under arsenic treatment, but both patients died after a few months 
of malignant growths in other parts of the body. 

BROWNE. 

May 10, 1901.—A patient had noticed for six weeks a growing 
tumor of the pharynx. At this time the tumor was three inches long 
and occupied the back wall of the right side of the pharynx. After 
tracheotomy and the introduction of a Hahns canula, he removed 
the growth which was encapsulated and. very friable. It had to be 
removed piecemeal. Contrary to expectation, the hemorrhage was 
very slight, there was quick recovery with improvement of his gen- 
eral condition. Microscopic examinations showed a_ lymphoid, 
round-celled sarcoma. Browne considered the type of these tumors 
of the laryngo-pharynx, to be almost always lymphomatous and 
of low histological malignancy. 


ISRAEL. 


Jan. 1879.—A woman 65 years of age who, in January, first 
noticed some deafness with obstructed nasal breathing. Soon the 
nasal obstruction was complete and swallowing became difficult. 
The right, sub-maxillary gland became swollen. In October, the 
glands in the left side of the neck became enlarged, all the symptoms 
increased, and deafness became marked. The velum was pushed 
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forward by a soft, elastic tumor, which sprang from the posterior 
wall of the pharynx and completely filled the naso-pharynx, reach- 
ing down to the level of the border of the soft palate. The glands 
in the left side of the neck made a large mass, extending from the 
angle of the jaw to the clavicle, presenting an irregular, nodular 
surface of the hardness of a bubo. The sub-maxillary gland under 


the right side of the jaw was as large as a pigeon’s egg. The 
axillary glands and spleen were enlarged, but the white corpuscles 
showed no increase. There was no temperature. The pulse was 
92. Under arsenic, the swelling of the neck, the pharyngeal tumor, 
deafness, difficulty in breathing and speaking and cachexia all dis- 
appeared. . After five months, there had been no return of symp- 
toms. 

The arsenic was given by the mouth, and injected daily into vari- 
ous portions of the tumor. The reaction was very marked from 
the first and was so great at the second treatment that the neces- 
sity for tracheotomy seemed imminent. Under ice, however, the 
swelling subsided. During the first week, it began to disappear, 
and the post-nasal space was free by the fourth week. The patient 
was discharged after six weeks. 

Between February 18th and April 4th, the patient had taken 28 
grams of Fowler’s solution by the mouth and 3.8 grams had been 


injected parenchymatously. 


ADLER. 

1889.—A case of new growth of the lachrymal gland in a man 
of 70 years of age was accompanied in the latter stage of the dis- 
ease by swelling of the hard and soft palate, which impeded speech 
and deglutition. The histological diagnosis was a small-celled sar- 
coma. This disappeared under treatment with Fowler’s solution. 


He remarked that the treatment of lympho-sarcoma was difficult. 


COMPAIRED. 

A woman 41 years of age, showed a tumor of three weeks’ 
growth, spreading over the whole of the central portion of the 
posterior pharyngeal wall by which the uvula was thrust forward. 
There was little trouble in deglutition, but nasal respiration was 
impeded. <A_ histological examination showed lympho-sarcoma. 
There was no specific history, but the iodides were exhibited and 
the tumor touched with Lugol's solution. The case was not fol- 


lowed. 
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PIERRE. 

188 9.—A man 32 years of age, who, in February 1898, had 
presented himself with deafness in the left ear since October 1897, 
and otalgia during the last three weeks. There was left nasal 
obstruction. An examination of the ear showed the M. T. retracted 
with an injected malleous. Rinné was negative and Weber to 
the left. This was evidently an Eustachian obstruction. There 
was a large amount of mucus in the left tumor, springing from the 
left lateral wall of the naso-pharynx, obstructing the left choana 
and extending 1-2 centimeter to the right of the middle line; it was 
red in color and of the consistency of adult adenoid tissue. The 
soft palate was pushed forward by the growth, but not involved. 
There was not much difficulty in speech or swallowing. The 
growth was removed with forceps and curetted under cocaine 
anesthesia. Little bleeding followed. Three days later, the patient 
was suffering severely with pain in the ear. The soft palate was 
still pushed forward and grumous mucous secretion was discharg- 
ing down the left side of the pharynx. Three weeks later, the 
patient’s condition was lamentable. At the union of the pillars, 
there was evidence of an abscess as large as a two-franc piece, 
painful to touch. The soft palate was paralyzed, as well as the 
entire left side of the face. The left arm showed paresis, move- 
ment being possible but slow and powerless. The general condi- 
tion was weak, and color pale. He had great pain in the side of 
his head, neck and ear. The left parotid region was very hard and 
painful to touch. Sleep was practically impossible. He was poorly 
nourished on account of vomiting. Histological report,—lympho- 
sarcoma. By April 24th, the tumor was very large and deglutition 
difficult. The patient died May 3d of asphyxiation. 


SCHNITZLER. 

1889.—A man 48 years of age had had some difficulty in swal- 
lowing for one year. Examination by a physician revealed a white 
coating of the left tonsil, which looked like diphtheria; under nitrate 
of silver it cleared away, but returned again in three weeks when 
similar treatment again cleared up the ulceration. A month later 
the swelling had returned and invaded the soft palate and pharyngeal 
wall. During some months later, he was seen by various physi- 
cians in Wien and Moscow, most of whom considered the case 


specific but pronounced it malignant. His speech had a nasal qual- 


ity. The uvula was displaced, and the soft palate and pharyngeal 
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wall infiltrated. There was no cervical adenitis, but the sub-maxil- 
lary glands were somewhat swollen. There was marked destruc- 
tion of the pillars of the soft palate and posterior wall of the 
pharynx. A dozen inunctions with mercury gave no result. A 
microscopical examination of a section of the uvula showed doubt- 
ful, small-celled sarcoma. The epiglottis and base of the tongue 
became involved, and still the majority of physicians considered it 
specific. The breathing and swallowing became difficult, and two 
months later the patient succumbed in spite of tracheotomy. A 
post mortem examination showed clearly the lympho-sarcoma. 

Von LIENART. 

November 11, 1905.—A patient 40 years of age suffered from 
progressive obstructions of nasal respiration, accompanied by tinni- 
tus. The right post-nasal fossa was completely filled with a red- 
dish tumor as large as an egg, springing from the upper and 
posterior wall, and partly filling the left side. Lymph glands and 
spleen were enlarged. The leucocytes were increased ; hemoglobin 
70 per cent. A section of the tumor growth showed typical lymph 
oid tissue. 

M. Donozany recalled a similar case in 1896, but without splenic 


enlargement. A microscopical examination showed lympho-sarcoma. 


SCHMIEGELOW. 

March 29, 1905.—A woman 68 years of age had difficulty in 
swallowing and could only take liquids at the time of her entrance 
to the hospital. The lateral walls of the pharynx, the tonsils and 
fauces showed a hard, non-ulcerated growth which invaded the 
base of the tongue. The glands were enlarged. A section from the 
tonsil showed malignant lymphadenoma. A number of injections 
of cacodylate of soda brought a certain amount of relief, but arsenic 
was not well borne. A trial was made of X-ray treatment and the 
result was quite remarkable. At the time of the report, there was 
only a vestige of the tumor remaining, and the glands had entirely 
subsided. 

Bosworth, reports the case of a man 42 years old, whose physi- 
cian had noticed for six or eight months, at first a fullness of the 
naso-pharynx, and later an obstruction with marked catarrhal symp- 
toms. The treatment was for that of naso-catarrh, before the ser- 
iousness of the condition persuaded his attendant that it was time 
to see Bosworth. En route, the case was seen by Drs. Cohen and 


Porter who agreed upon its malignancy and sped him on his way. 
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A hard, dense, irregular mass filled the naso-pharynx and caused 
bulging of the soft palate. A grumous secretion bathed the sur- 
face. For four months, pieces were removed with the snare and the 
galvano-cautery was used. The use of the cautery, however, was 
followed by marked reaction and gave discouraging results. The 
latter part of the treatment with the snare alone was most encour- 
aging. A microscopical examination at the beginning of the treat- 
ment showed lympho-sarcoma. A later section was reported as 
round-celled sarcoma, or globe-myeloma of a very malignant type, 
and a prognosis of a rapid course and a fatal issue was made. 
After a little over four months of treatment, the tumor was en- 
tirely removed and had not recurred after seven years. 
SUMMARY. 

Lympho-sarcoma observed over a period of five years. Effects 
of Arsenic apparently marked in the early stages without glandular 
involvement. Good observers have also shown as marvelous cures 
surgically without medicinal treatment. Provisional diagnosis of 
syphilis usually made in the early and carcinoma in the later stages. 

A microscopical examination of extirpated tissue the only reliable 
means of determining its character. 

Report of cases by others. 

Death from toxemia following a slight injury. 

Autopsy by Dr. Wolbach showing an anatomical cure of the 
sarcoma, which was observed over five years. 


657 Boylston St. 


Caseous Maxillary Sinusitis. R. H. Jounsron, (Baltimore) 
Med. Fortnightly. Apr. 25, 1907. 

Johnston relates two cases of his own where the patients presented 
typical caseous masses in the antrum; in both recovery was prompt 
with lavage. The odor of the pus was more foul than in ordinary 
antrum disease, while the symptoms were practically the same. In 
the first case the cavity was punctured in the inferior meatus and 
washed out with sterile water. Cultures from the large caseous 
mass showed the micrococcus tetragenus. After a few washings 
with boric acid solution, the pus ceased. 


In a second similar case the staphylococeus pyogenes albus was 


found in pure culture. The prognosis is much better than in cases 
where the pus is liquid or semi-solid. EATON. 

















A REPORT OF A CASE OF FIBRO-MYXOMA, INVOLVING 

THE LEFT SUPERIOR MAXILLA, INCLUDING THE 

ALVEOLUS, FLOOR, ANTERIOR AND POSTERIOR 
WALLS, AND OF SEVEN YEARS DURATION.’ 
BY W. H. HASKIN, M.D., NEW YORK. 

The knowledge of the life history of this peculiar form of growth 
appears to be very limited, and after considerable research I was 
unable to find any literature to assist me in the care of this patient. 
It seems to me that the duration and the persistent recurrence after 
repeated attempts at removal with curette and cautery, and the 
fact that it. could not be classified as an encapsulated tumor, for 
it ramified in all directions and completely absorbed the bone in 
many places, point to a much more serious condition than is gen- 
erally accepted for a fibroma. At the time of my operation there 
was decidedly more myxoma present than fibroma, and judging 
from the history given by the patient I believe that has always been 
the case. The freedom from pain, the absence of any tendency to 
suppurate (the surface always healing over after previous oper- 
ations), and the lack of any lymphatic involvement contra-indicate 
malignancy; but, notwithstanding these facts, the ramifying na- 
ture, the recurrence and the gradual loss of weight of the patient 
seem to indicate a serious condition, the true nature of which we 
have not yet grasped; and it is with the hope of learning more of its 
nature that I present this, to me, most interesting case. 

The patient, Miss H. M. H., was brought to my office on Feb- 
ruary 2nd, 1907, by Dr. A. F. Bauer, a former student of mine at 
the Dental College, with the following history: Family history 
excellent, both parents and two brothers being alive and in good 


health. Several years ago she suffered with menorrhagia and was 


cured by currettement. With that exception her history was good, 
and she had never been ill to her knowledge. 

The following letter is the patient’s own description of her case: 
“About the Fall of 1900, while having some dental work done by 
Dr. F., of New York, I called his attention to a wisdom tooth that 
was troubling me. He lanced it, and later, I believe, he lanced it 
a second time. In February, 1901, I consulted a dental surgeon of 


* Read befcre the Thirteenth Annual Meeting of the American Laryngo- 
logical, Rhinological and Otological Society, New York City, May 30, 31, and 
June 1, 1907. 
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Brooklyn in regard to having a tooth straightened. He at once 
noticed a small enlargement over or near the wisdom tooth, and 
called my attention to it, saying it ought to be attended to. I be- 
lieve he then removed the tooth. Upon my return home I saw 
our family physician of Newark, in whose hands we placed the 
matter for treatment. In February, 1901, he sent some of the 
growth to the Board of Health of Newark, N. J. They pronounced 
it to be ——---——? and not malignant. The physician continued 
his treatment of it, cutting out at times considerable masses of it, 
hoping thus to check or destroy the growth. For a time it did not 
seem to be enlarging, and it caused no discomfort, so little at- 
tention was paid to it. But in April, 1904, it became worse and 
Was again treated when it was necessary to remove another tooth. 
From that date until February, 1907, it was not treated. 


For two years nothing had been done, and as there was no pain 
the patient did not realize the serious nature of the condition until 
she consulted her dentist again, who immediately advised her to 
see a surgeon and referred her to me. For some months she had 
been unable to masticate on the left side, and occasionally had some 
dull aching on that side, but otherwise was not inconvenienced. 
She had at times noticed some puffiness under the left eye, but 
close questioning did not elicit any history of nasal discharge at 
any time. There had been a slowly developing mass appearing un- 
der the malar bone, but not until recently had it caused the left 
side of the face to appear fuller than the right. As said before, 
there was no actual pain, but at times there had been some dull 
aching on that side. From without the tumour felt hard and un- 
vielding. Examination of the mouth revealed a great thickening 
of the alveolus from which the last two molar teeth had been ex- 
racted. The thickening extended forward to the canine tooth and 
inwardly over the palate process to within one-half an inch of the 
median line. Externally it bulged out forming a tumour the size of 
half an English walnut, with a hard bone-like wall, which extended 
upwards to and apparently involved the malar process itself. Along 
the free border of the alveolus the mass felt soft and fluctuating 
and appeared somewhat translucent. The first molar and the sec- 


ond bicuspid were very loose in their sockets owing to the absorp- 
tion of the alveolar bone tissues. An X-ray photograph shows this 
absorption very plainly. The nose was found to be in perfect 
condition and also the throat. Transillumination was negative, both 
antra showing light. On February 11th, 1907, under cocaine and 
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adrenalin anaesthesia administered hypodermically, I made an incis- 
ion along the free border of the alveolus, expecting to find a cyst. 
I found the fluctuation was due to the presence of a large amount 
of a semi-solid gelatinous mass, grayish pink in color, and I removed 
some of this for microscopical examination. The molar was then 
extracted and a probe was readily passed into the antrum through 
a root, it being found full of a soft growth. There was very little 


hemorrhage. The wound was packed with iodoform gauze, 


>* 


and 


the patient returned to her room to await the report of the path- 


ologist. This was received on the 14th, and was as follows: Fibr- 


ous and epithelial hyperplasia in one piece of tissue submitted. In 
another piece there is a matrix of homogeneous groundwork taking 


haemotoxylin stain, and in it are a number of finely wandering em- 
bryonic connective tissue cells. Diagnosis :—Fibro-myxoma.—Dr. 
J]. Wricut, Pathologist. 


On the strength of this report I advised complete removal and on 
February 26th this was done at the Manhattan Hospital, with the 
assistance of Drs. H. Smith and G. H. Ward. The operation was 
performed through the mouth, the floor, anterior wall and most of 
the posterior being removed in reaching the limit of the growth. 
It extended into the apex of the antrum, but in this region it was 
f and 
inner wall of the antrum did not appear to be involved in the growth. 


not attached, seeming to shell out rather easily, and the roo 


Hlaving dissected the periosteum from both the anterior wall and 
the palate process, these were removed together with the entire 
alveolar process up to the lateral incisor. The greater part of the 
palate bone was removed exposing the muscles and opening the 
zygomatic and even the pterygoid-maxillary fossae, the delicate 
fatty tissue protruding into the wound in these regions. Having 
avoided the tuberosity and the posterior wall until the last, on ac- 
count of the palatine arteries, there was but little hemorrhage, the 
erowth itself being singularly non-vascular. The involved bone was 
very soft, as though absorbed, and was easily removed with cur- 
ettes. The growth also seemed to shell out in large masses, especial- 
ly where the myxomatous tissue predominated. The greatest diffi- 
culty was found at the tuberosity and along the posterior wall, but 
this was overcome by using a large, powerful, round fenestrated 
tonsil punch, of German make, which cut through the softened os- 
seous tissue with ease? In all, I should say, the growth weighed 
between two and three-ounces, though possibly more. No opening 
was made into the nose or the orbital cavity, and fortunately the 
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soft palate was not involved, so that there was no opening in that 
region. The cavity was packed with iodoform gauze, no attempt 
heing made to introduce sutures. Dr. Wright reported again that 
the growth was fibrous-myxoma, with no evidence of sarcoma. 

Subsequent history: Uneventful. Three months after operation 
the extensive cavity had entirely closed with apparently healthy 
tissue. The patient had gained in weight, and was being fitted with 
an endenture. 

The literature on growths of this nature is exceedingly scant, 
as said before, being merely mentioned in the classification of tu- 
mours in most text books. The American Encyclopedia of Medicine 
says about them: “Fibrous-myxoma usually occur in the region of 
the alveolus. When arising from the alveolus adjacent to the an- 
trum it may project into that cavity and appear to be growing trom 
it. These fibromata are considered by Bland Sutton to be of the 
same origin as odontomata. Some people consider that they may 
result from chronic inflammation around the apex of a tooth.” Gar- 
retson, Marshall and Grant, in their books on the surgical diseases 
of the jaws,—books that are used as text books in the Dental Col- 
leges, make no mention of these growths. Dr. Wright has writ- 
ten extensively on nasal growths which have been generally re- 
garded as of this nature. ‘Posey and Wright do not mention it. 
Kyle mentions it as appearing in the nose. 

The most extensive description that I could find, however, is in 
The American Practice of Surgery, by Drs. Bryant and Buck: 

“Myxomata are tumours of mucoid character. Structurally they 
are composed of cells floating in a homogeneous, semi-fluid mucin- 
ous matrix. These cells are mononuclear, bipolar or stellate, and 
provided with more or less elongated protoplasmic processes which 
interlace freely. The intercellar substanee varies in amount in dif- 
ferent tumours and in different parts of the same tumour. When 
abundant, it gives a characteristic gelatinous, semi-fluid, somewhat 
translucent appearance to the growth. Myxomata are grayish, or 
pinkish gray in color, owing to the presence of blood vessels that 
are more or less distinctly visible in the substance. On section, a 
jelly-like or ropy substance—mucin—exudes, which is not soluble in 
water, and gives a whitish precipitate with alcohol or dilute acetic 
acid. 


Myxomata are rarely pure in type, but are usually combined with 
other tissues of a homologous nature. Mucoid tissue is closely re- 
lated to fibrous tissue. The truth of this is evident when we re- 
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member that in the foetus the fatty tissues and fibrous tissues are 
first blocked out in mucoid material. Consequently, myxomata are 
commonly met with in the same regions from which fibromata and 
lipomata also spring. Further, mucoid tissue occurs in the adult 
Ledy only in the vitreous humor of the eye, from which structure 
myxomata never develop. 

Myxomata, therefore, always exhibit a certain deviation from 
the tissues in which they are found. In other words they are heter- 
ologous within narrow limits. The embryonic character of the cells 
also explains the well known instability of the tumour, which, 
though classed among the benign growths, has a tendency to take on 
malignant action, the transformation occurring in the direction of the 
sarcoma. 

True myxomata have to be distinguished on the one hand from 
tumours, such as fibromata, sarcomata and carcinomata, that have 
tindergone secondary mucinous degenerations; and on the’ other, 
from growths that, owing to vascular disturbance, have become 
oedematous. Myxomata (fibro and lipo) may originate in the con- 
nective tissue of the skin, fascia, periosteum, mucous membranes, 
«and muscle sheaths; in the subcutaneous and subserous fat, the bone 
marrow, and occasionally, in the mamma, salivary glands and testis. 

Myxomata of the mucous membranes occur singly or as multiple 
primary tumours. The ordinary mucous polyp of the nose is a good 
example of these growths. Myxo-sarcomata, so called, are due 
either to a cellular transformation of a simple fibro-myxoma, or to 
the mucinous degeneration of a sarcoma, They behave as sarco- 
mata and form metastases.” 

This last account, as will be seen, gives an excellent description 
from the laboratory standpoint, but does not deal with the history of 
the growth, its effect upon the general health of the patient, the 
prognosis, or the best method of dealing with it. In this case we 
have a tumour of at least seven years duration, practically pain- 
less with no glandular enlargement, but extending out in many 
directions, apparently non-encapsulated, and destroying the bone 
tissues which it invaded very much as would a malignant growth. 
Again it has repeatedly healed after curettement and has never 
shown any tendency to ulcerate, both of which facts rather disprove 
the thought of malignancy. Dr. Wright’s report, having been made 
after examination of several pieces of the growth, also indicates 
the benign nature; and yet the question is, where can we draw the 


line between benign and malignant tumours? It seems to me that any 
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growth that can so effectually absorb bone tissue, that returns repeat- 
edly after operation (the thoroughness of which, however, I cannot 
vouch for), that appears to be without capsule and ramifies in bone, 
muscle, open space and fibrous tissue alike, does not belong in the 
benign class, and should be considered more seriously than has 
been done up to the present time. Bland Sutton’s theory of a per- 
icementitis being the cause or the starting point may seem to be 
borne out in this case, as its history of wisdom toothache pre- 
ceded the growth. Dr. Cramer first noticed it while filling a cavity 
elsewhere and advised that it be attended to. If there is no recur- 
rence after this extensive removal, it will be very easy to fit an 
obturator over the remaining cavity, with attachments to the op- 
posite side, and with a complement of teeth that will give use 
for mastication, and at the same time will support the cheek if there 
should be much sinking in. 


42 FE. 41st St. 


Some Experiences in Intubation and Tracheotomy. J. Kk. Coucn, 
(Perth, W. A.) Australasian Med. Gaz., June 20, 1907. 

The writer of this paper states that “it is a bad omen for the suc- 
cess of these operations,” if the supraclavicaular and epigastric areas 
do not markedly recede or fall in with inspiration, and main- 
tains that if one is in doubt whether the operation should be per- 
formed, operate; do not wait. 

ol 
cases if a tube is passed as soon as signs of laryngeal obstruction 


In intubation cases he claims that one can save the majority 


are sufficiently severe to cause indrawing of the supraclavicular and 
epigastric regions; but if one waits until edema of the lungs and 
broncho-pneumonia have set in, the results are not any better than 
those of tracheotomy. 

He further urges that mishaps usually occur during tracheotomy 
from too much haste, and quotes a very good rule of Mr. J. Berry: 


“However bad a child’s breathing may be, it is probable that it has 
another 20 minutes to live,” which, remarks Couch, is sufficiently 
long to do the operation carefully EATON. 

















INTRACRANIAL LESIONS OF OTITIC ORIGIN.” 
BY JOHN J. KYLE, M.D., INDIANAPOLIS, INDIANA. 

The repetition of an established fact may be considered by some 
as a waste of valuable time in a society of this character ; however, 
the perception of new ideas and the application of old truths usual- 
ly follow such a résumé, and with this hope in mind, | shall en- 
deavor to briefly review the past history of intracranial lesions of 
otitic origin without any effort to analyze each separate lesion or 
burden the society with the long scientific treatise necessary for 


a complete illumination of this subject up to date. 


In a review of over three thousand references to disease of the 
ear and its sequelae, now in the Surgeon General’s office of the U 
S. Army, I was much impressed with the above subject both in its 
historical and its surgical aspect. It is interesting to know that 
many of the contributors were pioneers in the science of Otology, 


and have long since passed away. 


Among the illustrious names, is that of Zaufal, of Prague, whto in 
1880 (Prag. med. Wochenschr, 1891, No. 3.) was the first aurist 
to remove a blood clot from an infected lateral sinus, and taught 
us the efficiency of ligation of the jugular vein for the prevention 
of metastatie infection. 


According to Politzer (page 615), Lane, of London, nine years 
later, was the first to report a cure of a case of sinus thrombosis 
by operation (Brit. Med. Journ., 1889). Since that time, and espe- 
cially in the last five years, a growing number of successful opera- 
tions have been reported. However, this morbid process was rec- 
ognized. many years before, as shown by contributions ‘from Weil 
in 1859, Sexton, in 1865, and others. 


In a consideration of cerebral affections due to otitic inflamma- 
tion, which may often preceed or follow any operation upon the 
ear, the avenue of extension is of importance and may, by metas- 
tasis or direct extension by continuity of tissue, be through the 
roof of the tympanic cavity, the mastoid antrum, the mastoid cells, 
the internal ear, the internal auditory canal, as reported by Pierce 
and Toynbee, the aquaductus Fallopii, the carotid canal, by way of 


* Read before the Twelfth Annual Meeting of the American Academy of Oph- 
thalmology and Oto-Laryngology, Louisville, Ky., September 26, 27 and 28, 1907. 
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the foramina for nutrient vessels to the middle ear, communicating 
veins with the jugular fossa, the foramen for the auricular branch 
of the vagus nerve and the fissure of Glaser, which contains the 
tympanic branch of the internal maxillary artery, by the vascular 
interspaces between the unossified and the ununited osseous portion 
of the temporal bone, especially in infants, and by the small venules 
traversing the mastoid region. 

The site of necrosis and osseous perforation, and subsequent in- 
fection may be through the tegmen of the tympani et antri and the 
sigmoid groove, but is more frequently through the tegmen of the 
tympani et antri; thus, an abscess in the temporo-sphenoidal lobe is 
much more frequent than in the cerebellum. 

Cerebellar abscesses are, according to Whitehead, more often due 
to disease of the petrous bone, generally involving the labyrinth, 
and less frequently due to sinus thrombosis. 

The bibliographical references observed by the author show twice 
as many abscesses in the temporo-sphenoidal lobe as in the cerebel- 
lum. The above statistics may, however, be far from the truth, 
for Politzer quotes Korner’s observation in one hundred cases in 
which sixty-two per cent were in the cerebrum and thirty-one per 
cent in the cerebellum, with a simultaneous involvement in six per 
cent. 

Dr. Thomas J. Harris, in a review of twelve thousand seven 
hundred and forty-four cases of suppurative ear disease in the Man- 
hattan Eye and Ear Hospital, found that sixty cases suffered from 
meningitis, twenty-three from sinus thrombosis and seven from 
abscess, in six of which cases, the abscess was located in the tem- 
poro-sphenoidal lobe, and one in the cerebellum. 

Gowers says that suppuration appears four times as often in the 
cerebrum as in the cerebellum, and rarely in the pons or medulla 
oblongata. 

It is also interesting to note in the bibliography at my disposal, 
that thirty cases of otorrhoea cerebralis are reported; Hoffman re- 
ports one case in 1827, Albers in 1837, De Boun in 1838, Muckel 
in 1839, etc. 

In regard to otorrhoea cerebralis, Macewen says that a condition 
of this character might actually become established, provided one 
understands by that term, leakage by pathological processes from 
an abscess in the brain, through a preexisting osseous erosion, by 


which the infectious matter originating the abscess entered the cere- 
bral tissue. 
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Gruber relates a ‘case in which a cerebral abscess emptied into 
the middle ear, which, in his opinion, was previously healthy. 

Among the intracranial lesions which may originate from the ear 
and its adenexa, are tumors, cholesteatomata, acute or chronic cere- 
bral or cerebellar abscesses, leptomeningitis, pachymeningitis, basi- 
lar meningitis, epidural abscess, sigmoid sinus thrombosis, jugular 
and sinus thrombosis, sinus phlebitis, cavernous sinus thrombosis, 
brain tumors, local cerebral softening, caseous degeneration, gan- 
grene, thrombosis of the cerebral tissues, ulceration of the brain 
and primary bulb thrombosis. The last condition, however, is one 
open to question, as one may infer from reading the discussion of 
Arnold Knapp’s paper before the Otological Section, New York 
Academy of Medicine, February, 1906. 

Among those who especially advocate the theory of primary bulb 
thrombosis, are Randall and McKernon, who believe the disease 
to have extended to the bulb from the floor of the tympanic cavity, 
especially in children suffering from acute otitis media suppurativa, 
and is more often observed where the jugular bulb is in close prox- 
imity to the floor of the middle ear. The opponents of this theory 
believe that a microscopical absence of disease in the mastoid pro- 
cess is no evidence that septic micro-organisms have not reached 
the sinus wall by metastasis, and that bulbar thrombosis is purely 
a secondary inflammation. Personally, I can see no anatomical or 
pathological reason to doubt the possibility of primary jugular 
thrombosis. 

The character of infection extending from the middle ear varies 
according to the cause producing the ear lesion, and may be mono- 
bacterial or poly-bacterial. Intracranial lesions not alone originate 
from suppurative lesions of the ear, but may be due to infection 
from non-suppurative inflammation (Donivan, Trans. Maine Med. 
Ass’n, 1884). 

The infectious organisms observed in brain disease of otitic origin 
are the streptococcus pyogenes aureus, staphylococcus pyogenes au- 
reus, tubercle bacillus, Eberth’s typhoid bacillus, Klebs-Loffler ba- 
cillus, the bacillus diplococcus intercellularis of meningitis, and the 
pneumococcus. 

Alport (Chicago Med. Record, 1906) quotes Von Bergmann as 
expressing the opinion that no brain abscess occurs without the 
presence of streptococcus pyogenes aureus. However, Alport does 
not accept this view. In one case observed by the writer (Ann. 
of Otol., Rhinol., and Laryngol., 1906), abscess of the temporo- 
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sphenoidal lobe, contained only pure staphylococcus pyogenes aureus 
in the pus. 

In brain abscess, we usually have one or both of the above organ- 
isms, sometimes combined with saprophites and the same may be 
said of leptomeningitis, pachymeningitis and sinus thrombosis. 

As a rule, septic infection of the brain extends directly or indi- 
rectly from a suppuration in the middle ear; however, it must be 
noted that a primary inflammation of the mastoid cells may occur 
from metastasis or traumatism, as observed by Snydocker and 
others, and extends directly to the cranial cavity without involve- 
ment of the middle ear. 

Macewen, in his valuable works on pyogenic diseases of the brain, 
asks the question, can an abscess in the brain form from an infec- 
tive otitis media purulenta and remain i situ while the middle ear 
disease becomes cured? and says such a condition is highly improb- 
able and reports a case by Gruber, witnessed by himself, which 
showed at least that healing had taken place in the external part 
of the ear while the abscess existed in the brain. 

Matthewson (American Jour. of Oto!., 1882), reports a case of 
abscess « 


f the cerebellum, following otitis media, months after an 
apparent cure. 

In a case observed by myself, the abscess in the temporo-sphenoi- 
dal lobe occurred nine years after all discharge from the ear had 
apparently ceased. Macewen’s question can thus be answered, I be- 
lieve, in the affirmative. 

Cerebral complications may terminate in resolution or in death. 
The most fatal of all cerebral complications from otitic infection, 
is purulent leptomeningitis, and especially is this true where there 
is a general infection. 

Infectious pachymeningitis, and extradural, cerebral or cerebellar 
abscess usually recover if detected early and operative measures are 
instituted. The results in infective sinus thrombosis are often 
more favorable, especially if there exists no secondary infiltration in 
the lung, liver, heart or kidney. Many cases of pyemia from sep- 
tic sigmoid sinus thrombosis are reported as having recovered. My 


results have been unsatisfactory. In five cases operated upon during 
the past two years, four died and one recovered. One died of me- 
tastatic abscess of the lung, complicated with endocarditis, one from 
a general pulmonary metastasis, and the other two from purulent 
leptomeningitis. These cases all followed acute suppuration in the 
middle ear. 
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The termination of a brain abscess, after the exciting cause has 
been removed, may be in a number of ways, such as rupture, flood- 
ing the meninges, absorption, or encapsulation. Abscess cavities 
in the brain may rupture through the roof of the tympanum or 
mastoid antrum, as shown by Heath and also by Hawkins, in 1835 
(London Mag. and Gazette). The abscess may drain through a 
fistula in the mastoid process externally, or internally to the pro- 
cess, into the neck muscles. 

The early diagnosis and evacuation of pus by surgical measures, 
is the ideal termination of an intracranial abscess. 

Macewen has accentuated a point which may be opportunely 
referred to, and that is the danger which may follow the removal 
of polypi of the middle ear, on account of the frequent connection 
of such growths with a suppuration in the cranium or meninges. 

Contour (Bull. Soc. Anat. de Paris, 1842) early reports a case 
of abscess of the brain following polypus of the ear. Removal of 
polypi and granulation tissue may also permit new infection to 
pass through bony erosion, to the meninges. The literature on the 
subject contains a number of references to this point, as well as the 
danger of forcing fluids into the middle ear in cases of chronic sup- 
puration and of having the fluids pass into the meninges or abscess 
cavity, thus producing an active inflammation and probably death. 

It is beyond my ken to give hard and fast rules for differential 
diagnosis of intracranial lesions: the subject is too extensive for 
me to even begin and in consequence, any further consideration of 
the subject will be limited to meningitis and sinus thrombosis. 

Meningitis may imply pachymeningitis or leptomeningitis, how- 
ever, the latter lesion is implied in a discussion of meningitis. 
Meningitis may be purulent or serous; on account of the varied de- 
gree of the latter lesion encountered originating in the ear, it is 
really of more prognostic interest than the cerebral or cerebellar 
abscess. The differentiation, everybody admits to be frequently 
difficult. 

Meningitis due to infection from the pneumococcus runs a much 
more rapid course, five to six days, than that due to infection from 
the diplococcus of Weichselbaum, or the tubercle bacilli, which 
may run a long course, varying from a week to two or three months. 
In favorable cases, however, the improvement usually begins after 
the first week. 

Cerebrospinal meningitis is presumed to be due to the diplococ- 
cus intracellularis alone. 
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Meningitis may be due to single or double infection, which may 
be caused by the diplococcus of meningitis, the staphylococcus or 
streptococcus pyogenes aureus, the pneumococcus, typhoid bacil- 
lus, bacillus tuberculosis, gonococcus as observed by Trow as a 
cause of mastoiditis (Canadian Pract. and Rev., 1903), the Klebs- 
Loffler bacillus, the streptococcus of erysipelas, the grip bacillus and 
unknown bacteria. The tubercle bacillus or the diplococcus intra- 
cellularis meningitidis of Weichselbaum may multiply and remain 
within a suppurating ear, causing a condition of slumbering mas- 
toiditis, which for years produces a slight irritation of the meninges, 
only awaiting an attack of influenza, pneumonia, typhoid fever or 
some disease sufficient to lower the resisting power of the meninges 
to bring this severe complication. 


Meningitis occurs more frequently in men than in women, the 
frequency of the disease having no relationship to epidemics of 
meningitis, but occurring at any time or season of the year. 


The predisposing factors of the disease are a general lowering of 
the vitality of the individual, and extension of suppuration, espe- 
cially in the mastoid and labyrinth. Meningitis of otitic origin dif- 
fers from the ordinary meningitis, or cerebrospinal meningitis, in 
that the disease is seemingly free from the tendency to spread to 
other individuals. The contagiousness or infectiousness of the dis- 
ease of otitic origin has never been observed by the author, whereas 
in the idiopathic form of the disease, its contagiousness has always 
been marked and every precaution taken to prevent its spread. The 
meningococcus may extend to the ear and meninges direct from 
the mucous membrane of the nose and throat of the individual, and 
in exceptional cases, from the operator or nurses in attendance at 
the operation. It is a good rule while operating upon the ear in 
severe suppurative disease, to protect the face of all present and 
actively engaged in the operation, with moist sterile or bichloride 
gauze. 

The following analysis of a case will illustrate a condition found 
in slumbering mastoiditis and irritation of the meninges, at times 
sufficient to impair the memory and seriously retard the education 
of the individual because of the accentuation of the irritation upon 
close application to study. 


Case I. Chronic discharge from the left ear for eight years; no 
odor to slight discharge which was detected glazing the inner 
tympanic wall. 
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Blood examination, by Dr. W. T. Dodds: 


dc awd be Sad ea ase hehe st Cae ri 4,536,000 
EES SAE eer err 10,000 
Polymorphonuclear variety a ane 8.800 
Mononuclear variety ......,.......... 600 
Le PE OEE TERT EEE 400 
ES oo. Son ib Marewile desu ge es 200 
IES. gure ooo ct aioe aie avs 393 
EE nd sated oh tea red wade 6s 102 
Microscopical examination of pus from middle ear: Large cu 
boidal epithelial cells; many pus and mucous corpuscles; staphy 
lococci in abundance and a diplococcus intracellularis meningitidis, 


the latter being in the pus cells. 

Urine—Two per cent urea, excess of chlorides, uric acid and 
urates. 

The above examination with subjective symptoms, showed ne- 
crosis in flat bone and general absorption, with a disposition to cere- 
bral complication. Meningitis serosa is but a short step from menin- 
geal irritation due to middle ear suppuration. The serous menin 
gitis of Quincke in complication with acute otitis media or accom 
panying or following a mastoidectomy, is an especially interesting 
condition, first, because of the alarming symptoms, and second, be- 
cause of the favorable outcome, many times, of the disease. Serous 
meningitis of Quincke is suddenly, during the otherwise seemingly 
satisfactory course of the disease, ushered in with a high tempera- 
cure, rapid pulse, delirium and symptoms of pressure in the poste- 
for fossa. There may be present optic neuritis and strabismus. 

In one case observed by the author, one week after simple mas- 


toidectomy following acute otitis media purulenta, there was delir 
ium for two weeks, with a temperature varying from 100 to 105 


degrees.. In this case, no operative measures were resorted to and 
the patient made a perfect recovery. Cerebral symptoms of pres- 
sure were present though not profound. There were present high 
temperature, delirium and a rapid pulse, though no optic neuritis. 
A condition of this character was evidently metastatic and due to 
the organism producing the mastoiditis, the streptococcus pyogenes 
aureus or its toxins. The blood examination showed a nigh leuco- 
cytosis, with abundance of polymorphonuclear leucocytes. In this 
case, a purulent discharge persisted from the mastoid wound for 
two months, completely disappearing with perfect healing of the 
wound. 
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According to Quincke, any operation made into the arachnoid 
space will be followed by a cure. 

Ballance, in a discussion of a paper by Dench, on treatment ¢* in- 
tracranial complications of middle ear suppuration, read at the 
Section on Laryngology and Otology of the A. M. A., June, 1906, 
said there is a rise of temperature, slowing of the pulse, vomiting, 
dizziness, stability of the pupils and some redness of the optic disk, 
and that the condition can be relieved at once by lumbar puncture. 
Dench (ibid) said, “I am inclined to believe that the best plan o 
treatment is to relieve the pressure by lumbar puncture and failing 
in this, to relieve the increased pressure by craniectomy, followed 
by an incision of the dura and of the cerebral substance.” He also 
said he believed it better, provided the ventricular distension was 
not sufficient for free drainage after brain substance had been pene- 
trated for the distance of an inch, to simply incise the brain sub- 
stance. 

In addition to the symptoms enumerated by Ballance, the general 
symptoms are headache, delirium, muscular twitching of arms and 
legs, grinding of the teeth, involuntary discharge of urine and the 
feces, contraction of the muscles of the neck, contraction of the 
pupils, injected conjunctiva, and hyperesthesia of the muscles of 
the neck and calves of the legs. In very young children epilepti- 
form convulsions and opisthotonos may be first symptoms of the 
disease, with now and then a peculiar “hydrocephalic” cry. The 
temperature may vary from 100 to 106 degrees, and the pulse from 
fifty to one hundred twenty per minute, with a tendency to drop to 
the lower figure. 

Kernig’s sign is usually present, i. e., an inability of the patient 
while lving on his back, to flex the thigh without at the same time 
flexing the leg, and also the inability to completefy extend the leg. 

Trousseau’s sign may also be present as shown bv the contrac- 
tion of the muscles of the upper extremities, following pressure 
upon the tendon of the biceps. 

In enumerating the eye symptoms observed in meningitis, I can 
do no better than report the compilation on the subject, by Robert 
B. Preble (Progressive Med., Vol. VIII, No. 1). 

“Heine reports a study of the eye disturbance in epidemic menin 
gitis based upon a study of one hundred cases. Disturbances may 
appear in the motor apparatus, the sensory tracts or the nutrient 
portion of the eye. One should not include here the cases of con- 
junctivitis, and the like, which sometime develop in the course of 
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this, as in other severe infections, when the patients lie unconscious 
with half open eyes, for a long time. 

“Hemorrhages into the retina are seen very much less often 
than simple intraocular optic neuritis. This is more often due to 
a descending neuritis from the basal meningitis. Sometimes there 
is a neuritis of the optic nerves behind the bulbs and without oph- 
thalmoscopical findings, unless optic atrophy results. The frequency 
of secondary optic atrophy is not yet determined for want of suffi- 
“ient statistics 

“Metastatic ophthalmia is seen and is usually severe. 

“=volvement of the motor oculi nerves also occurs. They aw 
almost always basilar in origin, more often unilateral than bilater- 
al, and oftenest the abducens paralysis. Not rarely, one sees a 
more or less complete paralysis of all the eye muscles. ‘tosis is 
strikingly often absent. The milder cases often recover completely. 

“Of the one hundred cases examined by Heine, twenty showed 
eye symptoms which totaled thirty in number. There were nine 
cases of unilateral or bilateral optic neuritis or retinitis, thirteen 
with motor paralysis and five with ophthalmia.” 

Blood examination in meningitis shows a high leucocytosis, vary- 
ing from 40,000 to 47,000 (Emersen), and according to Preble, 
there is no material difference in the counts shown by the cases 
ending fatally and those which recovered. 

Lumbar puncture in meningitis serosa or purulenta is a proper 
procedure for two reasons; first, a relief of the pressure in the sub- 
arachnoid space and ventricles, and second, as a diagnostic meas- 
ure. The fluid, is described by Schottmuller, may be perfectly 
clear in meningitis, ranging from that to a cloudy or purulent fluid. 
The cocci vary in number, the number having no relationship to 
the color of the cerebrospinal fluids. In brain abscess, the cere- 
brospinal fluid is clear and free from cocci. 

According to Lenhartz, the amount of fluid to be withdrawn is 
from twenty-five to forty c. c. at each sitting and should be per- 
formed daily. 

Sinus thrombosis may involve the lateral, sigmoid, or jugular 
bulb. All three divisions may be involved at the same time, or the 
flammation may confine itself to one structure, beginning at the 
torcular Herophili and extending the entire length of the jugular 
vein of the affected side. Other sinuses may become involved sec- 


ondarily from metas‘asis. 
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in diseases of the jugular vein and sinus thrombosis, there may 
be present metastatic infiltration in the lung, liver, kidney and heart. 

The disease is usually ushered in by rigors, which increase in 
number and severity and are followed by profuse sweating. The 
temperature is very high, differing thus from meningitis, ranging 
from 100 to 106 degrees F. The pulse is exceedingly rapid, and 
as the infection increases, becomes weak and thready. There is 
rapid emaciation and toward the fatal termination of the disease, 
involuntary voidance of urine and feces. Abscess of the lung or 
liver accompanying the disease may rupture, causing the sudden 
death of the individual. 

Early in the disease, there is pain in the region of the thrombus 
upon pressure or percussion. Though this symptom may be en- 
tirely absent, we not infrequently have tenderness upon pressure, 
swelling of the tissue over the mastoid and muscles of the neck. 
The important symptoms differentiating sinus thrombosis, are se- 
vere chills, followed by profuse sweating, absence of the charac- 
teristic pain in the ear and head, as observed in meningitis and 
brain abscess, and high temperature, usually lower in the morning 
and higher in the afternoon. The intellect is clear during the 
early stage of the disease and before profound pyemia is estab- 
lished. The disease usually terminates in from two to three weeks. 

Blood examination shows a high percentage of polymorphonu- 
clear leucocytes. 

The treatment of the disease varies somewhat, according to the 
extent of the lesion. My observation is that sinus thrombosis is 
more often fatal when the necrosis has extended into the petrous 
portion of the temporal bone. With a deep necrosis in this region, 
other complications are more likely to occur. 

Leucocytic count shows a high degree of leucocytosis, varying 
from 10,000 to 40,000. This condition might also be expected in 
acute abscess of the mastoid process, however, a high leucocytosis 
is indicative of greater extension of suppuration than in the mastoid 
alone. “The blood may show streptococcic or other infectious or- 
ganisms.” 

A leucocytosis of 10,000 or more, following a few hours or days 
after operation and sustained for any length of time, is indicative. 
according to Emerson, of deeper complications. 


At present, the question of most importance is, shall the jugular 
vein be ligated in all cases of sinus thrombosis? 
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Whiting (Archives of Otology, page 253, June, 1906.) “Considers 
that the inability to re-establish the circulation from the bulb was 
a positive indication of resection of the jugular, whether the clot 
contained at the bulb has undergone purulent disintegration or 
not; also, that the jugular should: be resected in every instance 
when the clot in the sinus has undergone purulent disintegration.” 

John D. Richards (Arch. of Otol., June, 1906, page 378.) says 
that primary jugular ligation or reaction is rarely indicated ex- 
cept in the presence of metastasis. 

Kennon (Arch. of Otol., June, 1906.) says, should a thrombus 
be situated either primarily or secondarily in the bulb, we should 
at Once expose and resect the jugular vein. 

Dench (Journ. of Am. Med. Assn., October, 1906, page 1290.) 
says, “Sinus thrombosis recognized early, will be almost certainly 
cured.” Dench further says (ibid), “In a case where the general 
condition of the patient is good, jugular exsection should be per- 
formed at the first operation if full hemorrhage does not take place 
from the bulbar end of the sinus.” 

Before resorting to the complete exsection of the jugular veins, 
it is well to consider first, whether or not we have any metastatic 
complications, as pneumonia, abscess in the lung, or septic endo- 
carditis. With such complications, severe in character, there can 
be no good derived from a primary resection of the jugular vein, 
Even in a consideration of primary jugular exsection, there is the 
constant possibility of purulent phlebitis and infective embolic 
substance passing through the collateral circulation in the neck. 
In the present light, I should prefer to explore the sigmoid sinus 
and with the thorough establishment of circulation and absence of 
purulent phlebitis, plug the wound; finding the bulbar region in- 
volved with a retarded flow of blood from above or below and 
the patient strong, would recommend jugular resection, resecting 
the vein as completely as possible. 


Newton Claypool Building. 


A Trial of Inhalations of Phenylpropiolate of Sodium with Bul- 
ling’s Apparatus. Kk. BucHER. Monat. f. Ohrneh., May 1906. 
The author tried this treatment in 6 cases of tuberculous laryn- 
gitis, in which the usual dietetic and hygienic measures could not, 
for various reasons, be carried out. All the cases but one were 
favorably influenced, but the method cannot be generally employed 
on account of the excessive cost. YANKAUER. 











PURULENT, HYPERPLASTIC AND ATROPHIC CATARRH, 
DIFFERENT STAGES OF ONE AND THE 
SAME DISEASE OR CONDITION.* 
BY JOHN NORTH, A.M., M.D., TOLEDO, OHIO. 

We are unfortunate in having to use the term Catarrh in connec- 
tion with the diseases of the naso-pharyngeal passages. Catarrh 
simply means “to flow downward.” It gives us no pathological 
basis of the disease or condition. Bosworth says that “a patient suf- 
fering from nasal catarrh really has some diseased condition of the 
upper air passages.” But do we know what it is from a patholog- 
ical standpoint? The term “rhinitis” is equally unfortunate, as in 
most forms of so-called rhinitis we do not have a true inflammation 
of the nasal mucous membrane. For the want of a better term, I 
have used the term catarrh to designate the three conditions under 
consideration, namely, purulent, hyperplastic and atrophic catarrh, 
which I firmly believe to be the three different stages of the same 
disease or condition. Did you ever see a case of true atrophic 
catarrh that you could not trace back to a case of purulent catarrh 
of childhood? I do not mean ozena. We can have ozena without 
atrophy. Ozena is only a symptom, not a disease. Atrophic ca- 
tarrh is not so prevalent now as it was several years ago. Those 
that have been treating nasal diseases know that the proportion of 
true atrophic cases are much smaller than they were fifteen or 
twenty years ago. Don’t you older practitioners remember that 
when you were boys, attending the country district school, that 
nearly every boy had a “snotty nose?’ You see but few cases of it 
now. Not every case of purulent nasal catarrh of childhood re- 
sulted in atrophic catarrh, but every case of atrophic catarrh com- 
menced as a purulent catarrh, passing on to hyperplastic catarrh 
(not hypertrophic), to the atrophic condition. 

We will now follow the relationship of these three different dis- 
eases. 

Purulent Nasal Catarrh. This disease is usually confined to 
childhood, but it may be acquired at any age. It is a true inflam- 
mation of the nasal mucous membrane caused by the introduction 
of some variety of pyogenic cocci into the nasal cavities. It is an 
infectious disease by direct infection of gonorrhoeal secretion or of 


* Read before the Eye, Ear, Nose and Throat Section Ohio State Medical Association, 
Cedar Point, Ohio, August 29th, 1907. 
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some other pyogenic germ, sometimes in infants as a result of ma- 
ternal leucorrhea. Sometimes it is a sequela of the exanthematous 
diseases. A number of years ago when that form of eye disease 
called “granulated lids,” which was preceded by purulent opthalmia, 
prevailed, the disease was quite prevalent. I am not aware that the 
exact cause or pathological conditions in the eye disease was worked 
out. With the diminution of the eye trouble, purulent nasal catarrh 
became less and less, so that at the present time we come across 
but few cases of it. Some of our latest works on nose and throat 
diseases do not even mention it as a separate and distinct disease, 
but as one of the forms of acute nasal catarrh. Purulent nasal ca- 
tarrh is an inflammatory disease, while acute nasal catarrh, or 
“cold in the head,” is not an inflammation, but a vaso-motor dis- 
turbance which is relieved as soon as the vaso-motor system is cons 
trolled. 

Purulent nasal catarrh does not always have the same symptoms, 
or have the same result or produce the same change in the mucous 
membrane. The symptoms, course and result depends upon the in- 
fectious germ producing it. Time does not allow me to go into the 
symptoms and cause of the various kinds of purulent nasal catarrh, 
so I will briefly give some of the results of the disease. 

Ist. With proper treatment instituted early in the disease, a 
favorable result takes place, the mucous membrane is restored to a 
healthy condition and the parts resume their normal functions. 

2nd. Another class of cases continue for several years. They do 
not yield to treatment readily. The ‘disease continues until ulceration 
and necrosis of tissue takes place, partial or complete destruction 
of membrane results, healing with large open nares covered with 
a dry shiny membrane. This is sometimes called atrophic catarrh, 
but it is not atrophy, but destruction of tissue. We have an ozena 
or dry catarrh, but differing very much from true atrophic catarrh. 

3rd. If the nasal mucous membrane is not restored to a healthy 
condition, and destruction of tissue does not take place, the inflam- 
matory condition produces an increase of intracellular or connec 
tive tissue. As the result of inflammation, we have a growth of new 
tissue surrounding the glandular structure of the nasal mucous mem- 
brane. This gives the appearance of enlargement of the parts, with 
narrowing of the lumen of the nasal cavities, and we have a case 
or the hyperplastic catarrh. The increase in the size of the tissue de- 
pends upon the growth of connective tissue and other products of 
inflammation. The normal elements of the membrane are not in- 
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creased in number or in size. It is a true hyperplastic condition. 
This is frequently but incorrectly called hypertrophic catarrh. It 
is not an hypertrophy. In hypertrophy we have an increase in the 
normal cell structure of the part in the same proportion in which they 
existed before the hypertrophic condition took place. There is no 
increase of connective tissue. 

True hypertrophy of the nasal mucous membrane seldom or never 
takes place except where we have a marked deviation of the sep- 
tum, the side of the convexity being closed, or nearly closed, the 
side of the concavity being large, performs the nasal functions of 
both sides, having more work to do than in the normal condition, the 
nasal mucous membrane takes on growth and increases in size—here 
we have a true hypertrophy. 

The term hypertrophic catarrh has very incorrectly been applied 
to every condition of the nares in which there has been an enlarge- 
ment of the tissues lining the nasal cavities. 

It is the history of every case of hyperplasia that, after the in- 
flammatory process has subsided, contraction and absorption of 
the organized products of inflammation take place. By the contrac- 
tion of the connective tissue, pressure is produced upon the glands, 
blood vessels and nerves of the nasal mucous membrane, and causes 
them to shrink by comparison and in time lose their function and 
the tissue becomes atrophied. 

Atrophic Catarrh. When this condition takes place in the nasal 
mucous membrane we have true atrophic catarrh. In some portions 
of the membrane we have hyperplastic tissue and atrophic tissue 
existing at the same time. Atrophic catarrh never does and cannot 
take place as the result of hypertrophy. Intumescent catarrh never 
results in atrophic catarrh. A little more study of pathology of 
all the conditions classified under hypertrophic catarrh would show 
that atrophy can only result from hyperplasia. 

Ozena, or dry catarrh, is a term given to a number of nasal dis- 
eases, yet it is only a symptom. The offensive odor of ozena may 
come from numerous causes. It may arise from syphilitic or scrofu- 
lous conditions of the nose. Sometimes the secretion is offensive 
itself, in other cases the fetor is caused by the decomposition of ac- 
cumulated secretions. In cases of destruction of mucous membrane 
or from atrophy, the secretion dries upon the surface and keeps 
accumulating until quite a mass has been produced, decomposition 
takes place and the mass comes away with a very offensive odor. In 


some cases of so-called atrophic catarrh, the secretions from the ac- 
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cessory sinuses coming in contact with the membrane below give 
up their moisture to the inhaled air, and become dry and in time be- 
come very offensive and are expelled in large slugs. The case is 
called atrophic catarrh when there is no atrophy. If we take a 
case of sinus disease with considerable secretion and place a pledget 
of absorbent cotton above the tumescent bodies and let it remain 
in all night and remove it in the morning, we will find that the up- 
per portion of the cotton is covered with dried secretion with the 
mucous membrane of the turbinates in a normal condition. These 
cases are spoken of as atrophic catarrh arising from sinus diseases. 
Atrophic catarrh is seldom or never the result of sinus diseases, 
notwithstanding the high authorities to the contrary upon the ques- 
tion. Every case of destruction or shrinkage of the nasal mucous 
membrane is not atrophic catarrh. Every case of offensive odor 
from the nasal cavities is not atrophic catarrh. Every case of re- 
moval of dried secretion (slugs) from the nasal cavities, with or 
without odor, is not atrophic catarrh. 


515 Madison Avenue. 


Adenoid Hypertrophy and Adenotomy. Dr. \. DE CIGNE, Di 
GENES. Rev.Heb. de laryng. dotol. et de rhinol., March 1907. 

Of the total number of patients treated during two years at the 
Saint-Andre’s Hospital 14.56 per cent. suffered from adenoids. From 
the standpoint of age, it was between three and five vears, and 
later, between 12 and 15 years that this affection was found most 
frequently. The explanation of this, according to the ‘author, is 
as follows: 

During the first period, between three and five years, the child 
is left for the first time by its nurse or mother to remain out of 
doors and play with children of its own age. It is at this time that 
the air affects the young adenoidian, and, the child not knowing how 
to blow its nose; the muco-purulent secretions are retained in the 
nasal cavities and develop complications which result in the child 
being brought to the hospital. : 

In the second period, from 12 to 15 years, the adenoidic disturb- 
ances appear at the time of the sexual evolution which has its effect 
upon the mucous membrane of the nose and naso-pharynx. In the 
cirl, these disturbances are more marked at the periods of menstru- 


ation. SCHEPPEGRELL. 








A SUBMUCOUS OPERATION FOR THE REDUCTION OF 
HYPERTROPHIED TURBINALS.* 
BY C. P. LINHART, M.D., COLUMBUS, OHIO. 

One of the perplexing questions that confronts the rhinologist 
is the best method of treating hypertrophied tissue of the turbi- 
nals. There are many remedies for this condition, but no one is 
entirely satisfactory for all cases. The various surgical procedures 
for shrinking the hypertrophied condition, chemical caustics, actual 
cautery, incisions and sections, have one serious defect. Each leaves 
an open wound, which heals by the slow process of granulation. 
After the cutting operation, even when the nose is packed, hemor- 
rhage from the diiated veins is sometimes severe. The removal of 
blood clots and crusts is a cause of frequent oozing, which may 
continue during the-entire course of healing. While the infection 
through the open wound is rarely severe enough to produce any 
constitutional disturbance, it does cause increased secretion and 
delays the healing process. If a large portion of the turbinal is 
removed, the loss of function is a source of permanent annoyance. 
The resulting scar tissue interferes with the physiological function 
of the nose in proportion to the amount of mucous membrane 
destroyed. Moreover in a narrow naris, particularly where there 
is a projecting spur, there is danger of synechia forming between 
the turbinal and the septum. 

On section of the inferior turbinal, the anterior part shows an 
abundance of glands, while the posterior area is composed for the 
most part of cavernous or erectile tissue with very few glands. 
In detail this region presents a series of erectile vascular channels 
more or less filled with blood, which occupy the greater part of 
the section between the surface epithelium and the periosteum. 
Their walls consist of white fibers, with fine nucleated tissue cor- 
puscles, and a few erectile fibers with numerous muscle fibers which 
run in all directions and form interlacing bundles between adjacent 
spaces. (Lennox Browne.) 

In simple chronic or intumescent rhinitis, the mucous membrane 
and erectile tissue are relaxed, flabby, readily distended by blood, 
allowing the turbinal to rest against the septum, causing more or 
less complete occlusion of the nose. The history of these cases 


*Read before the Canadian Medical Association, Montreal, Sept., 1907. 
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shows that the occlusion alternates from side to side. When one 
side is open, there is nearly always complete or partial occlusion 
of the other side. When in the recumbent position, the patierft 
lying ‘on the side, by force of gravity the turbinal of the under 
side is occluded. There is a sense of stuffiness, the insufficient pas- 


sage of air through the nostril encouraging mouth breathing, and 


mouth breathing is one of the most frequent causes of pharyngitis 


and laryngitis. The turbinate bodies are organs with a definite 


physiological function to perform, and the condition of the lower 


respiratory tract depends upon their usefulness and integrit 


1 


When the physician is consulted for diseases of the nasopharynx, 
larynx and ear, he should first of all examine the 
the anterior respiratory passages are free before attacking the con 
ditions further back. It is a fact beyond question that a narrow nasal 
breathing space is contributory to, and often an exciting cause, of 
the various neuroses and inflammatory conditions of the respira 
tory tract. The neurotic conditions, sneezing, spasmodic cough, hay 
fever and asthma, are benefited by an improvement in the hygiene 


of the nose. The treatment of inflammatory conditions such as 


pharyngitis, laryngitis, bronchitis and middle ear catarrh 

waste of the physician’s time and the patient’s money, without ré 
moving the exciting cause and improving the breathing space in the 
nose. 

Turbinectomy either by scissors or snare, is an easy operation 
but seldom justifiable because it destroys large mucous surfaces 
that can not be replaced, is liable to be followed by severe hemor 
rhage, which in the experience of some operators has occasionally 
proved difficult to control, and leaves a sensitive scar tissue which 
is unable to perform any physiological function. True, it makes 
an opening through the nose, and if the operation is on the inferior 
turbinal, the breathing space is along the floor of the nose and the 


operation does not shrink the middle and often most redundant 


portion of the turbinate body so as to keep it from coming in con 
tact with the septum. The upper part of the inferior turbinal re 
mains just as flabby as ever, and more or less completely occludes 
the middle part of the nose. The hole may be made large enough 
to permit nasal breathing, but the inspired air will not receive 
the amount of moisture and heat it would get were it to pass 
over the entire surface of the turbinal. While the patient may be 
better able to breathe through his nose, the conditions for which 


the operation is performed are not benefited. Cutting a wedge- 
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shaped groove along the turbinate body over the site of greatest | 
redundance, would be a better operation, but it is, difficult to per- 

form, liable to be attended by annoying hemorrhage, and would 

only appeal to an expert rhinologist. Cauterizing by means of ' 
various acids is used by many operators. Unless used with the 

utmost care it destroys too much mucous membrane in making 

the scar deep enough to cause appreciable shrinkage of the erectile 

tissue. The electric cautery appeals to me as being more efficient 

and causing less damage to the secreting surfaces, and for several 

years it had been my practice to use it in nearly all cases of in- 

tumescent rhinitis. The main objection to the latter two methods 

is that the scar tissue stretches out after a time, in from five to 

seven years, and the operation has to be repeated. 


KXyle mentions an operation to reduce the tissue without leav- 
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sharp pointed probe, making a simple puncture, passing the probe 
directly through the membrane to the periosteum, and by gently 
scraping the tissue sets up sufficient inflammatory action to pro- 
duce a contraction. Delavan quoted by Knight, reports permanent 
results by submucous puncture. 
For my recent operations, I have devised a long, slender, dull- 
pointed dissector, with a slight curve at the end that it may follow 
the contour of the turbinal bone, which is used to dissect a pas-age 
s > 
way along the bone preparatory to the introduction of the hatchet- 


knife. The latter instrument has a short blade at right angles to 
the shank, with a dull cutting edge facing the handle, so that the 
knife is introduced to the extremity of the opening made by the 
dissector, and is made to cut by drawing across the long axis of 
the turbinal from the rear to front. There is a circular mark on 
the shank of the dissector and on the hatchet-knife, two and a half 


inches from the tip, so that in the average nose when the point 
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of the instrument reaches the posterior end of the inferior turbinal, 
the mark will be at the tip of the nose. This, however, is only an 
approximate guide as the length of the turbinal varies in different 
individuals, as does the distance of the posterior nares from the 
tip of the nose. In making the initial incision for the introduction 
of the dissector, a tenotome with a long slender shank is used. 
Any small scalpel would do for this purpose. Tiemann & Com 
pany suggested the above mentioned tenotome, and I find it quite 
convenient, particularly where an incision is to be made well back 
in the nose. The small knife with the long slender shank permits 
of a good view of the parts. 

In detail the operation is as follows: The nose is made as aseptic 


as possible by some suitable alkaline wash, such as Seiler’s solu- 











Hatchetknife in position for making downward cut from rear to front of 
right turbinal 


tion. —The mucous membrane for three-eighths of an inch over the 
site of the proposed submucous incision is thoroughly cocainized 
across the long axis of the turbinal. For this purpose a pledget of 
cotton soaked in a two per cent. solution of cocaine is applied. 
This is allowed to remain for five minutes, after which a twenty 
per cent. solution of cocaine is rubbed into the turbinal with a 
cotton tipped probe, three or four times at intervals of two minutes, 
or until the parts are thoroughly anesthetized. Before making an 
incision, the site of the proposed operation is again gently bathed 
with an alkaline solution by means of a tuft of cotton on an ap- 
plicator. 

A perpendicular cut one-fourth inch in length is made through 
the mucous membrane, just anterior to the hypertrophied portion 
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of the turbinal. The slender dissector is then introduced and passed 
straight back close to the periosteum, in the long axis of the bone 
to its posterior extremity. On account of the uneven surface of 
the outer border of the turbinate bones, particulariy of the inferior, 
it is often necessary to use considerable force and some manipula- 
tion of the handle of the instrument up and down and from side 
to side, so that the point of the dissector may pass over the little 
bony protuberances, in its passage back. In some cases where there 
is only slight intumescence, the scraping of the periosteum and 
gentle breaking down of some of the erectile tissue with the dis- 
sector will be sufficient. Where there is considerable distention of 
the venous sinuses it is necessary to cut through their walls and 
break them down in order that sufficient inflammatory action may 
produce the necessary adhesions for the desired shrinkage. For 
this purpose the hatchet-knife is introduced with the blade flat 
against: the periosteum of the turbinal, back as far as it is de- 
sired to cut. The knife is then rotated so that the blade will reach 
out toward the greatest prominence of the flabby turbinal. If the 
redundant tissue is hanging down on the floor of the nose as well 
as projecting against the septum, it may be necessary to make a 
downward as well as an inward cut. The knife is then turned out 
toward the bone and the periosteum torn from the rear to front. 
The edge of the hatchet-knife faces the handle and the knife is 
always drawn toward you when making a cut; this avoids the 
danger of making a puncture or tear as could easily be done by a 
pushing movement. After withdrawal of the knife a tight-fitting 
nasal splint is introduced to hold the cut surfaces as tightly as 
possible against the torn periosteum. It is kept in place for forty- 
eight hours, after which time sufficient adhesions will have formed 
to bind the redundant tissue closer to the bone. 

Sometimes there is a slight hemorrhage from the initial incision 
or an accidental tear in using the hatchet-knife, which can usually 
be controlled by an application of adrenalin, and the pressure of the 
splint. In fact, after completing the submucous incision I always 
make an application of adrenalin to shrink the erectile tissue of the 
turbinal, and this allows a tighter fitting splint to be introduced. 
The operation itself is best done without the use of adrenalin as 
this drug shrinks the venous sinues and erectile tissue too much 
to allow free play of the knife. To avoid tearing the mucous mem- 
brane, the hatchet-knife should be introduced with the point close 


to the periosteum so as to avoid the danger of pushing it through 
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the turbinal just beyond its greatest convexity, into the cavity of 
the nose. When drawn forward in this position with cutting edge 
toward the turbinal, the knife will make an ugly tear in the mucous 
membrane, cause a severe hemorrhage, necessitate packing the nose, 
making an open wound that will have to heal by granulation. 

This operation does not destroy any of the functionating mem- 
brane of the turbinal, shrinks the erectile tissue as well as could 
be done with a chemical escharotic or electric cautery, leaves no 
extensive external scar, and is as near aseptic as an operation can 
be in the nose. The breaking down of the walls of the venous sin- 
uses and the binding of them together by pressure, make a shrink- 
age of the turbinal which ought to be permanent. If the mucous 
membrane over the site of the proposed submucous incision is 
thoroughly cocainized there is no pain and only slight shock from 
a disturbance of the nerve plexuses of the turbinal. 

The operation is intended particularly for those cases of simple 
intumescence, with vaso-motor paresis of the walls of the blood 
vessels composing the erectile tissue, when the turbinal has become 
flabby from repeated attacks of rhinitis. The transition from simple 
intumescent rhinitis, with relaxed blood vessels and mucous mem- 


brane, to that 


yf hypertrophic rhinitis, with newly formed connec- 
tive tissue, is so gradual that there is no distinct dividing line 
between the two conditions. Very good results follow the operation 
on turbinals in which the tissue has been made dense and thickened 
by repeated inflammatory attacks. In making the first operations 
by this method I did not use the splints to hold the cut surfaces 
close to the bone, and often failed to get sufficient shrinkage, es- 
pecially when there was considerable intumescence; but since using 


the splint I have gotten much better results. In one case both in- 


ferior turbinals were operated upon, and the splint was introduced 
only on the side of the greatest intumescence, and the result showed 
a greater improvement on that side. Tests with different sized tubes, 
showed that a tight fiting tube introduced after shrinking the turbi- 
nal with adrenalin, produced greater and more permanent shrink- 
age of the turbinal than a loose fitting splint. 

There are a great many cases of a slight swelling of the turbinal, 
blocking the nose considerably, accompanied by profuse secretion 
from the membrane, which cause considerable annoyance to patients. 
It had formerly been my practice to apply some stimulating medi- 
cation to the parts in an effort to bring about a normal condition. 


There was often considerable improvement, particularly for a time, 
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but sooner or later there would be a return of all of the original 
trouble, and I find in these cases particularly, that this simple op- 
eration has proved of great benefit. 

The chief points of advantage of this operation are: It shrinks 
the vascular tissue of the turbinals, allowing free respiration of air 
through the nose; cutting across the walls of the venous sinuses 
causes their obliteration, and permanent shrinkage results from the 
inflammatory adhesions ; the base of the scar is on the turbinate bone, 
the seat of greatest traction; the operation being submucous there 
is less danger of troublesome hemorrhage and infection; there is no 
destruction of the mucous membrane, and consequently no open 
wound to heal by granulation ; it requires but a short time for sur- 
gical treatment (two days), and causes least interference with the 
physiological function of the nose. 


106 FE. Broad St. 


The Efficacy of Adrenalin Chloride in Some Forms of Suppurative 
Otitis. Dr. SuNE y Mouist. Rev. heb. de laryng. d otol. et 
de rhinologie. Feb. 23, 1907. 

According to the author, the use of adrenalin is indicated in the 
following cases: Fungosities of the canal and of the handle of the 
malleus; granulations of Schrapnell’s membrane and fungosities of 
the drum with small perforation; otorrhoea from passive conges- 
tion of the promontory. He especially recommends the use of 
adrenalin for patients who refuse surgical intervention. 

The technique consists in instilling eight drops of the solution into 
the affected ear, the head being bent to the opposite side, holding it 
in this position for five minutes, the canal being closed with a piece 
of carbolated cotton. This application should be repeated every 
hour of the first day, every two hours the second day, and after- 
wards according to the affects obtained. If no benefit is obtained 
at the end of a fortnight, the treatment should be abandoned for 
surgical methods. SCHEPPEGRELL. 


Neuralgia of the Throat. GEORGE BOENNINGHAUS. Deutsch. med. 
Wehnsbhr., Leipzig. Nov. 10, 1904. 

The patients complain of salivation, empty swallowing, pain and 

parasthesia of the larynx. There are characteristic points of ten- 


derness at the point of entrance of the superior and inferior laryn- 


geal nerves into the larynx. YANKAUER. 














VASELINE OIL IN THE DRESSING OF THE RADICAL 
MASTOID OPERATION. 
BY J. N. ROY, M.D., MONTREAL, CANADA 

For some years past, the dressing of the mastoid operation has 
been done in several different ways. In 1902, Eeman of Gand, in 
his first communication to the Belgian Oto-rhino-laryngological So- 
ciety, extolled the use of boracic acid. In the following year, he 
returned to the same theme, and reported statistics of 38 patients 
treated by his method. 

In 1905, Mahu of Paris, presented before the French Oto-rhino- 
laryngological Society a new procedure which consisted, not in 
packing the wound, but only in draining it by a strip of gauze 
placed upon the floor of the canal. 

It is not my intention here to discuss the opinion of Laurens 
which, in certain cases, would make the dressing of the radical op- 
eration identical with that of trephining in simple mastoiditis. 
This would be going too far outside my subject, inasmuch as in the 
present communication I desire to speak only concerning epider 
mization and not concerning the filling up of the wound after 
operation. 

All these different procedures are merely modifications of the 
classical German method which consists in bringing about the epi- 
dermization of the cavity by means of gauze packing. 


During the month of June, 1905, it fell to my lot to perform the 


radical mastoid operation; and in spite of all possible care in the 
dressing, healing was long delayed. After having used without 
success all known procedures I fell upon the idea of making an 
entire change of method, and of replacing dry dressings by oily 
ones. The wound which I had been treating for more than six 


months was healed in ten days. Later I had, together with certain 

onfréres, the opportunity of experimenting further with these 
oily dressings, and with no less success. In consideration of these 
facts, I feel justified now in laying down the following rules for 
this new method of dressing. 

Radical operation is done as usual; but the surgeon should choose 
by preference an autoplastic procedure which will allow him to sew 
together the lips of the wound behind the ear; and especially so if 
1 
i 


laemostasis 


he has not to do with a cholesteatoma. For complete 


Read before the Columbus Academy of Medicine, Sep 16. 190 











136 R0Y : VASELINE OIL, IN DRESSING MASTOID. 


the post-operative dressing should be slightly compressive; and io- 
doform gauze should be used. About the sixth day the gauze is 
taken out, and the wound is carefully cleansed with hydrogen pe- 
roxide; then dried with cotton. Little strips of plain gauze about 
one and a half centimeters wide and six centimeters long are dip- 
ped in vaseline oil, one end is introduced into the drum either by 
the canal or by the retro-auricular opening, and the other end re- 
mains outside the wound. The whole cavity must be carefully 
carpeted with this gauze, and the strips should overlap each other 
slightly. Upon this first layer, cotton is applied sufficiently sat- 
urated with liquid vaseline to be well packed in. In doing’ this 
packing, which must be fairly tight, it is necessary not to leave any 
dead spaces, so that to this end it is better to use little pledgets of 
cotton. A great deal of care must be given to the external meatus 
and to the operative opening of the canal. It must be packed 
rather tightly, on the one hand to prevent any subsequent narrow- 
ing, and on the other hand to maintain the apposition of the flap 
When the cavity is well filled, the dressing is finished with dry 
cotton and a bandage. It is scarcely necessary to add that the 
vaseline, the oil, and the cotton should be sterilized, and that the 
surgeon should conform to the most careful asepsis. At first, the 
dressings must be done every day, but when the secretion of the 
wound lessens and epidermisation is: going on normally they may 
be done every second day. The dressing should be removed very 
slowly. Inasmuch as the strips of gauze sometimes stick to the 
skin, it is better to take them out by pulling from outsides inwards, 
after having moistened them with oil or with peroxide. Subse- 
quently, the wound is cleansed with peroxide, carefully dried, and 
before replacing the dressing in the manner described, care must 
I 


ence of any possible complication one must act according to circum- 


e taken to see that no stray ends of gauze are left. In the pres- 


stances. The technique of the method, as may be seen, is easy. 
Case Reprorts.—In March, 1905, Mr. M. 23 years of age, con- 
sulted me at the Hotel-Dieu for a discharge from the left ear which 
had lasted two months. Upon examination I found a perforation 
of Shrapnell’s membrane and a polyp taking origin in the attic. 
The removal of the latter was immediately done. In spite of this, 
the discharge continued and the polyp recurred, even after a second 
operation. In April, I decided to perform removal of the ossicles 
with thorough curetting of the attic. The hammer and the incus 


were removed and the post-operative course was normal; neverthe- 
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less, the ear continued to discharge and the polyp again recurred. 
Towards the end of May, patient became a little feverish following 
a slight attack of mastoiditis. Evidently, there was still retention ; 
the treatment was giving no result, and symptoms were increasing. 
In June, I performed the radical operation. The antrum, the aditus, 
and the attic were found to be filled with granulations, due to the 
osteitis. Panse’s autoplastic method was employed ; the dressing was 


done daily, plain gauze being used with compression. At the end 


of four months, the cavity had skinned over with the exception of 
one recess in the floor of the drum which during the succeeding 


month refused to heal. I then changed the dressing to boracic acid, 
and in spite of the small amount of powder insufflated retention 
occurred, and the patient grew worse. I then contented myself 
with cleaning the wound and leaving it to nature \ small crust 
formed and the cavity suppurated. Being confronted with a total 


lack of success from these three methods used over a considerable 


period of time, there occurred to me the idea of using vaseline oil 
in the dressings, a method which brought about definite cure in- 
side of ten days, a cure which has been maintained from that time 
to this. 

The two following observations I owe to the kindness of my 
friend Dr. Lasalle, to whom I had communicated this method and 
who was so kind as to try it. 

Sister L., thirty-two years of age, suffering from a double acute 
suppurating otitis media, influenzal in origin, lasting since Janu- 
ary, 1905. In March, double mastoiditis which on the left side 
got well. On the right side trephining was done in April. Pa- 
tient was scrofulous and the tissues in poor condition, so that the 
wound kept on granulating. Tonics were given internally. In 
April, the cavity was still not filled up, the osteitis was persisting 
and the radical operation was done, using Stacke’s autoplastic meth- 
od. The wound was dressed with clean gauze under compression. 
In the latter course it had to be cauterized and scraped repeatedly 
on account of recurring granulations and slow epidermization; 
and in spite of tight dressings the cavity tended to close. The peri- 
tubal cells were causing osteitis, so that in December, 1905, a com- 
plete curetting was done; the former dressings were again em- 
ployed but alternating later with those of other methods. One 
year later there still remained one third of the wound to become 
covered with epidermis. Finally, dressings with vaseline oil were 


tried and definitely cured the patient. 











138 ROY : VASELINE OIL, IN DRESSING MASTOID. 


Mrs. P., 36 years old, had suffered with a discharge from the 
right ear since her childhood. Following a coryza she had an at- 
tack of mastoiditis in December, 1906, and a sub-periosteal ab- 
scess. On the 22nd of December the radical operation was done. 
There was no cholesteatoma, but there was destruction of a large 
portion of the periantral cells and of the posterior bony canal. The 
dura mater and the lateral sinus were laid bare by the osteitis. The 
ossicles had disappeared as the result of the suppuration. The 
Stacke autoplastic operation was done, followed by packing with 
iodoform gauze. On the sixth day, the first dressing with liquid 
vaseline was done. By the commencement of January the cavity 
was beginning to skin over. On the 31st of January the epidermis 
had covered three-quarters (3-4) of the wound. With the com- 
pressive dressings with vaseline oil, all narrowing of the cavity 
had been prevented, the patient suffered no pain; the wound did 
not over-granulate, and never suppurated. By the 14th of Febru- 
ary, the patient was completely cured, that is, after 54 days of 
dressings. 

Discussion.—lIf now we take a rapid survey of the advantages 
and the disadvantages of these various procedures we shall see that: 

The classical German method which consisted in gauze packing 
is very painful; moreover, it is impossible to fill up completely the 
operative cavity, and especially the drum. Inasmuch as these dress- 
ings irritate the tissues there are formed granulations which neces- 
sitate repeated scrapings and cauterization. Add to this the fact 
that treatment must extend over several months. 

Upon the admission of Mahu himself, the procedure which con- 
sists in letting nature have her way and in simply draining the cav- 
ity, is applicable only when there is present simply osteitis. The 
operative cavity not being lightly packed, naturally the walls fall 
in, and this may occasion serious complications. Moreover, there 
is formed an excess of granulations which retard epidermization. 

As to the method of Eeman, which seems to be most in favor with 
otologists, the same objection must be made to it as to the preced- 
ing method. In the absence of tamponning, the cavity has a ten- 
dency to close over, and the recurrence of a cholesteatoma might 
even render necessary a second operation. Boracic acid more or less 
dissolved by the secretions of the wound forms an irritating paste 
and promotes excessive granulations. Finally the pain of the 


dressings during the first three weeks has been alone sufficient to 


prevent many surgeons from continuing to use it. 
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With vaseline oil, the surgeon is able according to his wish to 
allow the wound to close in by merely packing more or less tightly ; 
or on tke other hand, to preserve the shape of the cavity such as it 
was itr mediately after operation. The granulations in contact with 
this 2.eptic fatty body are perfectly protected against all infection, 
and ave no tendency to grow exuberantly or to suppurate. The 
epidermis formed is solid and extends quickly over the well pre- 
pared osteo-fibrous bed. No pain is felt at any time during the 
dressings. The patient whose history was last related was cured 
in fifty-four days. It would be easy now to secure complete heal- 
ing in much less time by suturing the margins of the retro-auricu- 
lar wound immediately after operation. I do not wish to discuss 
the value of Thiersch’s skin grafts; yet the partisans of this meth- 
od will find in vaseline oil after drying and freshening the wound 
one of the best methods of dressing for this small operation. 

Among all the oily substances, I have concluded that liquid vase- 
line was to be used in preference to vegetable oils. We can get 
the same results, according to my experience, with other oils; for 
example, olive oil, and sweet almond oil. Still, we know that these 
are often adulterated, and rapidly become rancid by a fermentation 
which changes them partly into oleic acid or other analogous acids; 
and they may thus become very irritating to the tissues with which 
they come in contact. Moreover, the least lack of asepsis is capa- 
ble of making of them an excellent culture medium. 

On the other hand, liquid vaseline has none of these disadvant- 
ages. It is a neutral mineral oil, and it does not change either with 
light or in the air; consequently, it does not become rancid. It is 
very stable, and can resist the action of the most energetic chemical 
substances ; moreover, it cannot be infected. For these reasons, it 
is to be preferred to all other oils for this kind of dressings. 

The small number of patients treated hitherto by this new pro- 
cedure does not allow me to deduce fixed conclusions. The aim of 
this communication is rather to submit this method to my confréres, 
and to suggest that they should try it and later communicate the 
result of their personal experience. 

In concluding, I would remark that with vaseline oil dressings: 

Ist. There is no pain. 

2nd. The wound does not granulate. 

3rd. Epidermization proceeds rapidly. 

4th. The cavity retains, if so desired, the shape which it had im- 
mediately after operation. 

379 Rue St. Denis. 
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A Case of Infiltration of the Larynx, Probably Syphilitic. By 
J. E. Newconmps, M. D. 

The patient first came under observation a few months ago, at the 
Out-Patient Department of the Rcosevelt Hospital. He is 36 years 
of age, family and personal history negative. No specific history. 
He is a gardener and furnace man and has been able to continue his 
work right along with the exception of a short time in the spring. 
His eyes have been somewhat prominent ever since he was an infant. 
Up to about nine or ten years ago he was in perfect health, but then 
his larynx box became somewhat prominent and he experienced a 
little trouble in breathing, though not until two years ago did he 
have any real dyspnoea. Since then he has had considerable diffi- 
culty in breathing and was referred to the hospital by Dr. Deming. 
No satisfactory explanation has been discovered for the condition 
present. For lack of more definite knowledge, he was put upon io- 
did. After that, his dyspnoea increased, and he was admitted to the 
hospital as it was thought that a tracheotomy might be necessary. 
The urgency of his symptoms passed off, however, and he was able 
to resume attendance at the Out-Patient Department. He has not 
been taking much iodid, but his difficulty in breathing seems to have 
lessened under that treatment. There is a general infiltration of 
the larynx. The left side moves slightly, and the right side not at 
all. On the median aspect of the arytenoid there is loose flabby 
tissue which flaps back and forth in an irregular way. 

Dr. Newcomb said that he presented the case with the hope of 
getting some suggestions as to further therapeutic treatment. Thus 


far the case had been treated on the presumption that it was syphi- 
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litic, but there was no more definite reason for this than the argu- 
ment of exclusion. 
DISCUSSION, 

Dr. Srwpson said that it seemed to him, notwithstanding some of 
its peculiar features, that the case might not be specific. The ele- 
ment of time must of course be taken into consideration. It was 
evidently a very slow, indolent tpye of infiltration, but hardly seemed 
to be anything else. The cartilage was not involved. The peculiar 
annular shape has included some of the anterior portion of the 
larynx. It seemed to be an ideal case for the dilation treatment, by 
intubation, beginning with the small tubes and increasing them 
The tissue is too dense to be incised before using the tube. He 
also suggested the injection of bichloride. 

Dr. PooLry said that the patient showed marked symptoms of 
exophthalmic goitre. The slow descent of the eyelids when the eye 
looked downward, together with the enlargement of the thyroid 
gave distinct evidence of that disease, though he would not under- 
take at the moment to say whether this had any bearing upon the 
laryngeal condition. 

Dr. NeEwcompe replied that the possibility of the case being one 
of exophthalmic goitre had not been overlooked, but it had to be 
remembered that the exophthalmos dated back to the patient’s in- 
fancy. He stated that he and his colleagues had not been able to as- 
sure themselves that there was any enlargement of the thyroid, and 
the patient had not the characteristic pulse of Graves’ disease. He 
had not taken large doses of iodid, and the therapeusis had been lim 
ited by the fact that he lived at a long distance. He had been taken 
into the wards for a short time for purposes of observation, and the 
trouble passed off and he had been able to resume his work of gar- 
dening until the last few weeks, when he took a severe cold. He 
would try treating him with injections of bichloride or salicylate of 
mercury. 


Hyperplasia of the Larynx. By J. W. GLeirsmann, M. D. 

Dr. Gleitsmann said that he had brought the patient on account of 
the diagnosis and with the hope of obtaining some suggestions as 
to the best method of treatment. Two weeks ago, he first came to the 
office for treatment. The diagnosis of the laryngeal affection was 
made, and operation advised, and to-day he was admitted to the 
hospital. The sputum had not yet been examined, but the patient 
had no temperature, and according to the report of his former phy- 
sician, no pulmonary affection. Two weeks ago there was a slight 
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dullness in front of the sternum on the right side, and on the middle 
lobe dullness and exaggerated breathing. 

Two weeks ago the patient was told that an operation should be 
performed without much delay, as he had been suffering for a year, 
and began now to have dyspnoea. Three or four weeks before he 
came under observation he complained of difficulty in swallowing. 

Inspection of the larynx shows an infiltration of both ventricular 
bands; the vocal cords are visible on forced deep inspiration, and 
are not affected by the infiltration. Their epithelium has been shed 
off at the edge. An extended infiltration of both arytenoids and at 
the posterior wall is easily seen. The most peculiar and interesting 
feature of the case is that though the infiltration of the larynx is 
very extensive the cords approximate, but complete aphonia exists, 
which may be due to an extension of the infiltration of the posterior 
wall below the cords. 

Dr. Gleitsmann said that he had considered the case very care- 
fully during the two weeks that the patient had been at home, and 
it seemed inadvisable to attempt to remove the arytenoid. There 
would be no difficulty in removing the ventricular bands. Such 
cases occur very frequently, and they can be removed, but he would 
not like to operate intralaryngeally on account of the uncertainty of 
the condition of the subglottic space. His choice would be to per- 
form at least a thyrotomy. If this was decided upon, he could per- 
form preliminary tracheotomy and the thyrotomy at the same time. 

He would like to know the opinion of the members present as 
to whether, if the infiltration of the posterior laryngeal wall goes 
down sufficiently deep, there would be any prospect of removing it. 

DISCUSSION. 

Dr. FREUDENTHAL said that he had seen many similar pictures 
of the larynx, but was not at the moment prepared to say whether 
or not the present case was tuberculous. Dr. Gleitsman, however, 
had examined the patient thoroughly and believed the lesion to be 
tubercular. He had removed similar granulations of the posterior 
wall, not with a view of curing the case, but simply to relieve the 
dyspnoea, when tracheotomy was not allowed. He thought, how- 
ever, that the future treatment of such cases would be the thorough 
removal of the larynx and affected parts. Of course, this would 
probably result in a large death rate, but this would be better than 
the inevitable and indefinite suffering. 

Dr. Copurn suggested that the matter of diagnosis would be sim- 
plified by the injection of tuberculin, or the application to the eye of 
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tuberculin for the cphthalmo-tuberculin reaction of Calmette. One 
would then know positively whether he was dealing with a new 
growth or a tubercular one. 

Dr. Beaman Dovwc ass said that clinically the case seemed to be 
one of proliferative tuberculosis of the larynx. The tendency is to 
operate intra-laryngeally and give as much relief as possible, and 
failing in that to do a thyrotomy. He had failed in thyrotomy op- 
erations in tuberculous cases last year. After splitting the larynx 
and removing the growth, the patient died of the asthenia or of an 
extension of the tuberculosis in the lung or in the larynx. 

Dr. Harris inquired whether Dr. Gleitsmann had considered the 
procedure of a pure tracheotomy without attempting to remove the 


~ 


larynx. This has been done, with favorable results, 
Dr. GLEITSMANN, closing, responded that he had brought the 


case before the section first to consider the diagnosis. In his opin- 


ion, that was established. The examination of the sputum would 
be made the next dav, and his views in regard to the condition of 
the lungs would be confirmed or negatived. 

In regard to the diagnosis made by tuberculi 
comparatively new feature. An excellent paper has recently been 


written by Dr. Baldwin, but he himself had had no experience in 


that line. He had no doubt that it is a safe and correct method, but 
on the other hand there is no doubt that the diagnosis can be abso 
lutely and correctly established by the ordinary measures employed. 


In his opinion, the appearance of the larynx indicates tuberculosis 


of a slow type, which approaches the tuberculomata, and which can 
exist for a year or more before breaking down. It was probable that 
this patient could go on for a little while longer without the infiltra- 
tion breaking down although recently he had noted a slight change 
in this respect. Two weeks ago the larynx was clean and free from 
discharge, but at present there is a slight discharge, and shedding 
off of the epithelium in some places. 

Some time ago he had presented a similar case before the Section, 
which no doubt many of those present would remember. It was a 
true hyperplasia, and had been so declared by several others beside 
himself. Pieces of the infiltration were examined by different path- 
ologists who pronounced it to be undoubtedly hyperplasia. <A pre- 
liminary tracheotomy was performed, followed by a laryngotomy, 
and the growth was excised thoroughly, Dr. Delavan kindly consent- 
ing to be present. The patient made a good recovery, is perfectly 


well now, but speaks with a slight degree of hoarseness as the thy- 
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roid plates do not come together laterally, one overriding the other a 
little. 

He had done some endolaryngeal work along this line and was 
very well satisfied with the results obtained. He would not hesitate 
to make an attempt at endolaryngeal removal, but it would be im- 
possible to remove sufficient of the infiltration, which he considers 
to be tubercular, to reach healthy tissues. At least three operations 
would be required to remove this enormous infiltration and he was 
inclined to operate externally, but the exact procedure has not yet 
been determined. A tracheotomy alone would be only a palliative 
measure. He would live longer, if the tuberculoma did not progress 
too quickly, but he had not at all considered the question of a trache- 
otomy alone. He wished to emphasize the fact that the closure of 
the glottis does not indicate a paralysis. Both cords move -slightly, 
and the movements are symmetrical. The infiltration of the posteri- 
or wall of the larynx is very great, but there is danger of its going 
downward, extending to the subglottic space. He had operated on 
a similar case before, and had excised the infiltration in a girl who 
did very well at first, but a recurrence took place. A laryngotomy 


was then performed, and the girl died finally of exhaustion. 


A Case of Tumor of the Pharynx. By D. B. DeLavan, M. D. 
DISCUSSION, 

Dr. INGALS showed a pair of forceps which he had had made for 
use in just such cases. The first instrument was not quite right, of 
course, but after two or three trials a very satisfactory one was se- 
cured. The design is to introduce it into the naso-pharynx where 
it fits the posterior wall. It is then clamped onto the tumor and 
locked. The blades of the forceps are covered with ivory so that 
they are insulated, and the loop of the galvano-cautery draws up 
over them and cuts off the tumor, the ivory preventing a short cir- 
cuit. The instrument had been used in several cases and works 
very satisfactorily. 


Radiographs Illustrating the Normal Topography of the Pneu- 
matic Sinuses of the Face. ( With Description. ) By 
SINCLAIR TouseEy, M. D. 


To be published in full in a subsequent issue of Tue LARYNGOSCOPE.. 


Intra Nasal Drainage of the Frontal Sinus. By E. FLercuer 
INGALS, M. D., Chicago. 


DISCUSSION. 
Dr. My es said that he had struggled with this subject for twen- 
ty years and that he feels much indebted to Dr. Ingals for the pre- 
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sentation of his method and his experiments, for any work in an 
original field like this must be more or less experimental. For a long 


time Dr. Myles advocated the open external route, but his observa 


tions. corroborated by those of others, have led him to believe that 
internal route the pathologi 


— 


if a large opening could be made by the 
cal conditions would do much better, in the average case. These 
conditions inside the sinus are more or less temporary, and with 
ventilation and free drainage the parts will become more normal. 
This has been demonstrated in the antrum of Highmore, in _ th 
sphenoidal cells, and in the large air cells (mastoid and ethmoid) 

so the question has naturally arisen, why not do the same thing for 
the frontal sinuses? In ten per cent of the frontal sinus cases the 
radical operation may be necessary. He has had some instruments 
made very similar to those of Dr. Ingals, but has never succeeded in 
introducing them as Dr. Ingals has done, and has never been abl 
to get them to work satisfactorily. He abandoned the procedure of 


drilling but continued to work along the same line, althoug 


rea 
tle differently. He now removes the middle turbinate, and the 
floors of the ethmoidal labyrinth, and uses the medial wail of the 
ethmoid as a shelf to prevent the closure of the aperture leading into 
the frontal sinus. If one studies these specimens carefully one can 
see that if large openings were made into the sinuses, nearly all of 
these cavities would drain well and have an opportunity to become 
normal again. The operation which has secured his best results has 
been the removal’ of the floor of the anterior and middle cells and 
intercellular walls, and then cutting away the nasal process of the 
superior maxillary bone. One of the best instruments for this work 
is the chisel that cuts outward. Most of these chisels are too elas 
tic in the shafts and are not hard and small enough at the cutting 
edge. Then he has found the different forceps which he has pre 
sented to this Section very serviceable. He has not used the drill 
very much, for he found that after the use of the drill the aperture 
was completely denuded of the mucosa on all sides, and a law of na 
ture is that contraction after drilling through a duct takes place in 
a circular fashion and frequently obliterates the duct. 

Dr. BEAMAN DovucLas said that admitting at the outset that the 
intra-nasal operation is the most desirable one, providing we can 
have a safe one, at present his views on the subject are radically dif 
ferent from those presented by Dr. Ingals. It was impossible to do 
justice to the other side of the question in the short time permitted 


by the lateness of the hour, so he would not present the negative side 








146 SOCIETY PROCEEDINGS. 


at all, but would simply say that if he had a frontal sinus disease, 
even knowing what he does of Dr. Ingals’ skill and luck, he certainly 
would not submit to an operation by this intranasal method. 

Dr. CuristiAn R. Homes agreed with Dr. Douglass that one 
could scarcely present the opposite side of the question in two or 
three minutes, and it was hardly worth while to try, but he would 
like to call attention to certain specimens which he had with him. 
He knew that Dr. Ingals had had some cases that were at least tem- 
porarily relieved br. only time could tell whether there has been a 
cure or only relie’ of pain on account of drainage, and even that 
may be tempora 

In order to stu .y the subject carefully and thoroughly, one should 
take sections which show the whole relation of the duct to the vari- 
ous parts and to the cribriform plate. For this reason he had 
brought these specimens, which he would like the members to ob- 
serve. He has studied this subject for many years, and when one 
looks upon such specimens and notices the paper-like thinness of the 
bony walls it is evident that in the majority of cases it would be im- 
possible to make an opening without causing the drill to impinge 
upon the dura. The drill may not open the dura, but he would cer- 
tainly object very much to having his own dura treated in that man- 
ner, even in Dr. Ingals’ skilled hands. He wished, however, to ex- 
press his objection to anyone adopting this operation until! he has 
become exceedingly skilful. He feared that many young men who 
have not given much study to nasal anatomy, would be mislead by 
Dr. Ingals’ optimistic statement to think that a very easy and safe 
operation, which would be bound to lead to serious consequences. 
He is not prepared to say that a certain number of cases can not be 
operated upon by this method, but after dissecting several hundreds 
of specimens, he could not believe that it would be safe to do this, 
excepting in a small percentage of cases. 

Dr. CoAkLEy was prevented from attending the meeting, but 
sent the following expression of his views on the subject. 

“The very ingenious method of draining the frontal sinus present- 
ed to us to-night was first described very minutely by the reader of 
the paper at the meeting of the American Laryngological, Rhinoto- 
gical, and Otological Society in Boston, in the early part of June, 


Igos. 


“In discussing the paper at that time, I pointed out the possible 
Sidi. ret eee arfarati f : j 
danger of accidental perforation of the brain, and promised Dr. 
Ingals that I would give his method a trial. The more I considered 
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the subject, however, the less favorably did it impress me, and I have 
felt that I could not safely carry out my promise. I believe the meth- 
od to be exceedingly dangerous for the patient, difficult to perform, 
and, reasoning from analogy, cannot see how any more can be 
gained by this method of treatment than from others which are 
more simple. 

“No one can study the conformity of the naso-frontal duct with- 
out realizing the danger of perforating the cavity by any trephine, 
even when guided by a director. I should never be willing to allow 
even so skillful an operator as Dr. Ingals to attempt this procedure 
on me; I would very much prefer an external operation. 

“The principle of tube drainage was thoroughly tried for many 
years in diseases of the maxillary sinuses. Unquestionably a great 
many cases were cured, but many of them were not, as is evidenced 
by an occasional case that comes into our hands even nowadays 
when this method is employed. At the present day, we know we 
can do better work on the antrum by large intra-nasal openings than 
we can by inserting a drainage tube through either the alveolus or 
the canine fossa. There is no reason why tube drainage of the 
frontal sinus should be any more satisfactory than the tube drainage 
of an antrum. 

“I believe that the cases which Dr. Ingals has cured by the intro- 
duction of his gold tube could have been cured by properly remov- 
ing the cbstructions around the outlet of the naso-frontal duct with 
cutting forceps. The passage of a trephine and the consequent re- 
moval of the mucous membrane from the naso-frontal duct is bound 
to result in a cicatricial contraction of the canal on the removal of 
the tube. This contraction, I think, would be sufficient to produce 
the same stricture that one occasionally sees after too vigorous curet- 
tage of the naso-frontal duct. The stricture does not prevent sub- 
sequent infection of the frontal sinus, but yet is of sufficient density 
to retain the secretion within the cavity until considerable pressure 
has developed, when a small amount is forced out. ‘To my mind, 
these are the worst cases which come to us for treatment. It is 
impossible for us to insert a probe into the sinus, and an external 
operation is the only one which gives relief in these cases. 

“I cannot understand how it is possible for the reader of the pa- 
per to expect a tube in the frontal sinus to drain the large orbital re- 
cesses that one frequently meets. with and that communicate with 
the frontal sinus. Neither can I understand how it is possible for 
a tube inserted into the frontal sinus to thoroughly drain that cavity, 
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any more than a tube inserted into the antrum thoroughly drains it. 

“When the tube is in situ, reinfection of the frontal sinus is prob- 
able with each attack of acute rhinitis. 

“T regard the writer’s method as a most ingenious one, fraught 
with dangers, unsurgical so far as establishing the required drain- 
age, unnecessary, because cases that can be cured by his method can 
be cured ‘by simpler ones, and, lastly, ineffectual in that type of 
cases that demands rational surgical treatment, whereby the sinus 
is laid open, the diseased membrane removed, and the cavity oblit- 
erated, so that no future nasal inflammation may extend to and in- 
volve it.” 

Dr. BEAMAN DoucGLAss was again requested to express his views 
on the subject, and said in part: 

The views expressed by Dr. Coakley meet my approval and I en- 
dorse them all. J think that the subject is important enough for us 
to put ourselves on record for or against it, but hope that the presen- 
tation of the opposite side of the question of an intranasal operation 
on the frontal sinus will not be considered discourteous by our guest. 

We may admit at the outset that an intranasal operation upon 
frontal sinus is desirable providing that it is not dangerous to the 
patient, that it gives as good results as other methods, and that it 
can be as easily performed by the operator possessed of an average 
amount of technique. The objection in this country to an external 
sinus operation is the resultant scar. The idea in regard to scars are 
different here and on the European continent. There where the 
civilization is still permeated with the idea of chivalry, where it is 
not unusual for a man to have a scar and where the women of the 
nation look upon them as marks of honor, a cicatrix is not ob- 
jected to; but in this country where the idea of unblemished beauty 
predominates, scars are looked upon with distaste and aversion. 
Therefore if an intra-nasal operation upon the frontal sinus can be 
done safely it is certainly desirable from the American point of 
view, and such an operation as Dr. Ingals has presented, with only 
two failures in twenty-one cases merits our closest attention. 

We must now consider the objections to the intra-nasal opera- 
tion. These points were extensively discussed in my paper pub- 


lished in the Laryngoscope two or three years ago on “The Dan- 
gers of the Intra-nasal Operation upon the Frontal Sinus,” and I 
would refer you to it for the nearer details, mentioning now only one 
or two of the more important objections. The real danger of the 
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intra-nasal operation is the danger of perforating the exterior wall 
of the sinus with the burr, and subsequent death of the patient from 
pachymeningitis, or a perforation of the olfactory groove, with the 
same result. While there are many cases in which there is a large 
naso-frontal duct with a posterior sinus well out of reach of the 
operating instrument, there are also a number of cases im which the 
space between the orbit and the olfactory groove is so narrow that 
no considerable enlargement of the naso-frontal duct is possible 
without injury to the eye or the olfactory groove. There are also 
many other cases where the posterior wall of the sinus is so oblique 
that it bears an immediate relation’ to the naso-frontal duct, and it 
would not be possible to use a burr upon such sinuses without per- 
foration of the posterior sinus wall. It is also a fact that these dan- 
gerous relations which may induce a fatal result cannot be deter- 
mined before the operation. 

In my opinion, all that can safely be done intra-nasally to secure 
better frontal sinus drainage is the removal of the middle turbinate 
body, the processus uncinatus, and the processus angularis, with the 
subsequent irrigation of the sinus and the application of various 
medicaments. It is very questionable whether it will do any good to 
attempt the enlargement of the naso-frontal duct, for this stirs up 
granulation tissue, and we have all seen even large intra-nasal sinus 
openings which closed months after an operation, thus interfering 
with drainage. 

Finally, it is impossible by any intra-nasal operation to reach the 
pockets in large frontal sinuses or to drain the sinus where it ex- 
tends posteriorly—sometimes as far as the sphenoid. In such sinus- 
es the only benefit to be obtained from an intra-nasal operation is the 
relief of pain, and this can be secured by simple irrigation. Such 
large sinuses subdivided by septa and containing recesses in which 
infected granulation tissue is lodged can only be successfully op- 
erated upon by an external method. It seems to me that in the 
Killian operation we have an ideal operation upon the frontal sinus 
with a minimum of external deformity. 


Dr. INGALs said that he certainly accepted in the most friendly 
spirit the criticisms which his paper had received. Dr. Douglass, 
however, had failed to appreciate what he had said about the modi- 
fied burr with shield which makes the burr absolutely cut forward. 
It cannot cut backward. The canal without a drainage tube will 


close with the drainage tube it cannot close. Several other objec- 
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tions had been brought forward, but he knew of no better answer 
than to say that “The proof of the pudding is in the eating,” and he 
is sure that those who try it as he has done will be pleased with it. 
The external operation is desirable in a few cases, but not often. 

Dr. QuINLAN moved that the thanks of the Section be extended 
to Dr. Ingals for coming before them and giving them this very new 
and very carefully prepared paper. 

The motion was carried. 


A Nasal Syringe for Infants (Mouche-Bebe). Dr. Escar, DE 
TouLouse. Presse med. Aug. 25, 1906. 

Very young children, suffering from coryza and not knowing how 
to clear the nostrils, are exposed to two kinds of complications due 
to the obstruction which results from the accumulation of mucus 
in the nostrils: First, a state of partial asphyxiation; second, an 
obstacle to nursing, due to this nasal obstruction. On this account, 
nutritution may be seriously interfered with. 

To prevent these results, it is necessary to clear the nostrils of the 
child, several methods having been suggested for this purpose: 
First, the liquid douche, which may cause infection of the ears or 
irritate the lower respiratory passages of the child; second, the dry 
douche, by means of the Politzer bag, a method less difficult, but 
having the same risk as the liquid douche; third, cleansing the nos- 
tril by means of a sampon of cotton, a dangerous method unless 
performed by an experienced hand. 

In view of the disadvantage of the above methods, Escat has de- 
vised a little instrument which he thinks will become popular, and 
which he has called a “mouche bebe.” 

This consists of a glass cup, one end of which ends in a conical 
opening adapted to the nostril of the child. Into the other end of 
the cup a tube is inserted, to the outer end of which a bulb is at- 
tached in order to create a suction within the cup. When the 
conical tip is applied to the nostril and the compressed bulb re- 
leased, the diminished air pressure causes a suction which frees the 


nostril of its secretions. By removing the instrument and com- 
pressing the bulb, the secretions are expelled from the cup, which 
may afterwards be sterilized by boiling water. SCHEPPEGRELL. 
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Intra Nasal Drainage of Frontal Sinus. By E. FLEercuer 
InGALs, M. D. 


DISCUSSION, 

Dr. H. Sroite, Milwaukee: Is not the operation limited by a 
marked septal deviation. 

Dr. INcALs: Yes, that must be remembered. 

Dr. Stoire: I have employed this procedure in three cases, suc- 
cessfully in two cases. In the third case there was a marked reac- 
tion; an edema in the lower part of the nasal duct, and so much 
pain, that I took out the gold tube and treated through the open- 
ing, simply by syringing. The case terminated successfully. 

Dr. INcGALS: You ought to have left the tube in place. I saw 
marked edema in one case, the patient being in the active stage of 
syphilis. 

Dr. StoLtE: In my case there was marked deviation of the sep- 
tum. I would like to ask Dr. Ingals whether he would do this op- 
eration in a hemophiliac. 

Dr. INGALs: I would do the operation in any case. It is done so 
quickly that the patient could not bleed enough to do any harm, and 
afterward you can pack with gauze. I use cocaine with suprarenalin 
and it stops bleeding at once. 

Dr. Goon: How often does the tube cause irritation ? 

Dr INcALs: Never. 

Dr. Goop: How often does it cause acute ethmoiditis ? 

Dr INGALS: Never. 

Dr. Gooo: What objection would there be in removing the an- 
terior ethmoidal cells in every case. 

Dr. IncAts: I do not believe in doing a lot of things that are 
unnecessary, although it would not interfere with the operation. 

Dr. Goon: If a larger cavity could be made so that the frontal 
sinuses could be examined and particles scraped out for microscopic 
examination, would not that be of considerable advantage ? 

Dr. INGAts: It might in rare cases, but not usually. I have had 
two cases that seemed to indicate that larger opening was necessary. 
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At the orifice of the naso-frontal duct there was a valve-like arrange- 
ment of the mucous membrane, not enough to limit its caliber, but 
it acted in such a way that it would prevent air from going in. 

Dr. J. C. Beck: Do you always do this operation with the patient 
in the sitting posture? 

Dr. INcALs: In two or three cases I did it with the patient re- 
clining ; otherwise I always have had him in the sitting posture. 

Dr. O. T. Freer: The claim is made that frontal sinuitis is ac 
companied in a very large number of cases by suppuration of the 
ethmoidal cells; that a simple, uncomplicated frontal sinus suppura- 
tion is a rarity. What is your experience in that regard? 

Dr. Incats: If the frontal sinuses have been suppurating, the 
burr has opened them enough so that any other procedure was un- 
necessary. 

Dr. W. E. Casseiperry: I have had occasion previously to ex- 
press my admiration for the ingenuity which is exemplified in this 
instrument. It seems to fill the long felt need for an instrument with 
which one can with reasonable safety enter the frontal sinus through 
the nose. I have used it in one case successfully, three years ago, 
and I had an opportunity recently to examine the patient thorough- 
ly, enabling me to report the result. The slight modifications which 
I used in the procedure, were, I think, quite immaterial, although 
thev satisfied me a little better at that time than the conventional 
method as Dr. Ingals has related it. For instance, I did not use 
an electric motor, but substituted a plain strong handle, with, which 
to rotate the burr by hand power, which worked all right. I did not 
make the operation all at one sitting but bored a little way in the 
first time, and about a week later bored in the rest of the way, and I 
was surprised at the ease with which I was able to make the large 
passage through to the frontal sinus. I did not use a gold tube or 
any tube, fearing that it might not be well tolerated as it is a for- 
eign body. The patient returned to his home in Wheeling, W. Va., 
and had his local physician, Dr. Ackermann supervise the after treat- 
ment. The patient soon reported that he was getting along finely. 
He regained his former good health; the discharge lessened in quan- 
tity until it became very slight, the headaches ceased and his serious 
despondency and dazed mental state disappeared. About two years 
after the operation the physician in Wheeling who had subsequently 
provided himself with the Ingals instrument and who was sufficient- 


ly expert in nasal manipulations, again passed it through to the 
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sinus, although I do not think, from his account, that it was really 
necessary, but rather, as he said, simply a precautionary measure 
against narrowing. At the end of three years when | again had the 
opportunity to thoroughly examine the patient, [ found the passage 
widely open, a washing canula easily passed; the man could do it 
himself, if it were necessary, which it is not often, the secretion be- 
ing very slight. 

[ call this patient practically recovered, and I do not believe that 
these patients often do get entirely and completely well either by this 
or other methods. There remains a slight discharge, perhaps from the 
ethmoidal cells, but it is not always even of a strictly purulent na 
ture, usually mucopurulent, although at the time of an acute rhinitis, 
it is more nearly purulent. This is the degree of recovery, which 
in my experience can be looked for from the operation rather than 
an absolutely perfect recovery, but it is recovery enough. The pa- 
tient is relieved of all serious symptoms, and the trifling secretion 
left amounts to nothing. Personally, I would rather have that than 
an external operation, with even, were it likely, a perfect recovery. 

Dr. O. T. FREER: One condition contraindicating the intranasal 
opening of the frontal sinus should be mentioned. | refer to sinuitis 
frontalis exulcerans or exedens, as it is called by Killian. In this 
form of empyema of the frontal sinus the suppurative process has 
penetrated its walls by caries and direct perforation or else by the 
route of lymphatic extension or septic vascular thrombosis, Foci of 
septic inflammation are thus created outside of the confines of the 
sinus, forming most often in the orbit, after passing through the pos 
terior sinus walls, but sometimes subdurally or in the frontal lobe. 
The usual extensions of the suppurative process beyond the limits 
of the sinus into the orbit are commonly accompanied by such mark- 
ed swelling of the integument of the forehead and lids that their 
recognition is comparatively easy. Where suppurations external to 
the sinus exist the radical opening of the sinus from without is the 
only proper procedure. 

[ have had the honor to be associated with Dr. Ingals in his care- 
ful cadaver investigations and operations during the construction of 
his method of intranasal opening of the sinus and I regard it as so 
well planned and so perfectly adjusted to the anatomical conditions 
found that I can conceive of no other way of entering the frontal 
sinus through the nose which so perfectly combines safety with cer- 
tainty. 
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Dr. Grorce E. SHAMBAUGH:' I have little doubt but that the ma- 
jority of cases of frontal sinus disease are better taken care of by 
intranasal work than by external operation. In the acute cases 
it is rare, indeed, that one must do more than apply local astrin- 
gents or adrenalin about the middle meatus. In chronic cases, as 
a rule, the patient is, I believe, best treated by intranasal work, and 
most cases are treated satisfactorily without even using a burr 
to open the naso-frontal duct, doing no more, indeed, than to re- 
move the anterior end of the middle turbinated body, thus allow- 
ing free escape of secretion from the sinus. In many cases I have 
seen, apparently, a complete cessation of suppuration in chronic 
cases following this procedure, and in most cases a complete re- 
lief of annoying symptoms. I think that these patients are usually 
better off than when operated on externally. 

Dr. R. H. Goon: I have operated upon several cases of frontal 
sinusitus with my method by the intranasal route and in one case 
there followed an acute ethmoiditis. Since then I remove the an- 
terior ethmoidal cells as thoroughly as possible and have more sat- 
isfactory results. Furthermore, I find that when the anterior eth- 
moidal cells are thoroughly removed a much larger cannula can 
be introduced into the frontal sinus. 

I consider Dr. Halle’s burr No. 1 a dangerous instrument as it 
is very difficult to control a long drill run by motor power. 

I believe in making as large an opening as possible without en- 
dangering the dura, so that the frontal sinus can be examined and 
curetted if necessary, and the drainage can take place more easily 
through a large opening than a small one. 

Should the opening close with polypi or granulation it can be 
opened by using the stick silver nitrate. 

[ consider it only necessary to use a tube in very chronic cases 
and where there is a marked tendency to polypoid growth. 


PRESENTATION OF SPECIMENS AND INSTRUMENTS. 


Bony Septal Deflection. By O. T. Freer, M. D. 

Dr. FREER presented a specimen of a typical bony deflection, be- 
ginning far back in the nose, and which can be removed easily 
by submucous operation. 


Killian’s Bronchoscopy Instruments. By G. P. Marovuis, M. D. 
Dr. Marguis demonstrated some new instruments devised by 
Killian for use in Bronchoscopy. 

















SOCIETY PROCEEDINGS. 155 


PRESENTATION OF CASES. 
Sarcoma of Root of Tongue. By A. M. Corwin, M. D. 

The man had lost in weight, but complained mainly of a sensation 
of a mass at the root of the tongue. Family history was negative, 
as was the personal history, except for a gonorrhea and a compli- 
cating cystitis.: A growth was evident on examination, occupying 
the base of the tongue and pressing on the epiglottis. A number 
of smaller growths surrounded the base of the parent growth, evi- 
dently springing from the faucial tonsils. The main tumor, about 
the size of a walnut, had been scraped by a local physician, and 
this was followed by symptoms of infection. The surface of the 
tumor was irregular; the tumor bled easily and was dark in color. 
The microscopic examination disclosed a round-celled sarcoma. 

For some months the patient had griping pains in the epigastrium 
following the ingestion of food, liquid or solid. Trypsin injections 
were given, beginning with a small dose. The patient did not im- 
prove until he passed from the rectum what appeared to be a cast 
of the bowel. Improvement, both local and constitutional followed, 
and the man is now feeling entirely well. There has been no re- 
currence of the growth. 

DISCUSSION. 

Dr. Geo. E. SHAMBAUGH: I reported a case of sarcoma of the 
base of the tongue several years ago in the American Journal of 
the Medical Sciences. These tumors are almost invariably small 
round-celled sarcoma. At that time, 1902, only nine cases in all 
had been reported, and all were of this type, except one, which was 
a spindle-celled sarcoma. My case was a large spindle-celled 
sarcoma. 

In regard to the apparent beneficial effects of trypsin, it must be 
remembered that these tumors occasionally recover of their own 
account. Several of the nine cases reported had recoverd. One 
recovered following the use of injections of pyoktannin. Trypsin, 
however, should certainly be tried in these cases, and [ am not pre- 
pared to say that the results in Dr. Corwin’s case were not due to 
that agent. 

Dr. C. M. Rosertson: I do not believe that the trypsin did any 
good at all. It probably is one of those tumors that disappear for 
a while, and then metastases manifest themselves, in the liver or 
elsewhere. I think that in nearly all of these cases there is a re- 
currence, even after thirty years, as was shown in a study of cases 
of sarcoma of the eye in the Moorfeld Hospital. 
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CONTINUATION OF DISCUSSION OF DR. COAKLEY'S PAPER. 

Dr. FE. FLercHer INGALS: In 1905 I saw a little fel- 
low 3 years of age, with a papilloma of the larynx. In this case 
I made the diagnosis with a spatula like the one shown by Prof. 
Killian. I did not operate until the spring of 1906, when I oper- 
ated upon three children by the direct method. I first tried the 
spatula shown by Killian, but I got along better with one with a 
pointed end. I had some trouble with contraction of the larynx, 
because I did not use cocaine, being afraid to employ it. I removed 
the papillary growth completely in all three cases; but it recurred 
in. two, and one of these has it still. Two patients are now cured. 
In one case I did the operation without tracheotomy. I cleaned 
out the larynx perfectly, I believed; and I had a good view of it. 
While I was performing the operation the larynx began to close. 
The child could not breathe, so I had to do a quick tracheotomy to 
save its life, for I had no intubation tube. The other cases came 
to tracheotomy also, so I came to the conclusion that tracheotomy 
is best in all cases in young children, though Prof. Coakley’s exper- 
ience has demonstrated that it is not absolutely necessary. In the 
one case it was very necessary, and in one of the other two it had 
been already performed by someone else. One child is now wear- 
ing a tracheotomy tube, with a papilloma completely filling the 
upper portion of the larvnx. I had already removed the growth 
three times, so I concluded to wait before doing it again. Some- 
one, I can not remember who it is, says that papillomata often dis- 
appear in young children; so I] am waiting to see what will hap- 
pen. He is breathing all right through the tracheotomy tube. I 
had intended to remove the growth during the past winter, but the 
mother is satisfied with the patient’s condition. 

In one case I used a preparation supposed to have some influ- 
ence in removing these growths or in preventing their occurrence. 


It is a preparation of iodine and silver, but I do not know just how 
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it is made. It did not prevent the return of the growth in another 
case, however. I have also used iodin and carbolic acid. 

Dr. J. Payson CLARK: I once had the pleasure of 
reporting before the society a number of cases of papilloma of the 
larynx in children. My conclusion was that in such operations in 
children a preliminary tracheotomy is best in all cases because | 
found that on removing a papilloma it was of very frequent occur- 
rence that the growth recurred with greater rapidity and over a 
new surface in the larynx. In other words, the operative interfer- 
ence seemed to stimulate the growth, and the larynx would be 
more filled up than ever. I did not feel it safe to operate on these 
children without performing a previous tracheotomy; so that is 
the method that I have followed in all cases since, with very good 
results. 

Two of the cases that I reported two years ago were then still 
wearing tracheotomy-tubes. These have been removed and the 
patients are perfectly well. 

In removing the growths I have used the direct method. I have 
also employed the tube-spatula. The latter instrument does offer 
great advantages in certain cases in which the autoscope does not 
work, the epiglottis sometimes getting in the way and interfering 
with the view. 

I should like to ask Dr. Coakley whether there has been any 
recurrence in either of the cases he spoke of. [I should be much 
surprised if there has not. 

Another point is that when a previous tracheotomy is performed 
the larynx has perfect rest. In that condition the growth is much 
more likely to atrophy than when the child is using the larynx to 
breathe through. 

Dr. Emit, MAyer, New York City: As a contribution to the use 
of the Killian tubes, my own experience is that the head-light 
becomes intolerably hot within a very short space of time; so much 
so that work has to be discontinued to allow it to cool. The latest 
addition that Prof. Killian has made to the tube appeals to me, as 
the handle has the light attached. I trust that the Professor has 
his tubes with him, that the Association may have the advantage of 
seeing the newer tubes, which aid in the examination of the trachea, 
bronchi, and larynx very much more than with the former method. 

My own experience tallies with that of the other speakers, that 
attempts to remove the growth from the larynx alone are likely, in 
children, to be followed by recurrences. 
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Dr. Swain: I have taken great interest in this paper of Dr. 
Coakley, and in the discussion that I hope Dr. Killian will give 
us; because I think that this field is one in which we have been at 
a loss to accomplish good results. As Dr. Clark demonstrated in 
his paper read a couple of years ago, our best method of treating 
papilloma up to the present time is to perform tracheotomy, and 
keep the tube in until the growth has shrunk as the result of the 
cessation of activity in the larynx. Papillomata in the larynx are 
not different from warts in other situations. If we pick a wart on 
our hand until it bleeds it will spread. It is the same with instru- 
mental interference with papillomata of the larynx; it causes a 
recurrence of the growth. We have to steer clear of two dangers; 
that of not doing enough and that of doing too much. I believe 
that it is good policy to put in the preliminary tracheotomy-tube and 
let the larynx rest until the great congestion has disappeared, as 
it will do. I have a child now under my care. A year and a half 
ago she had a papilloma. I put in a tracheotomy-tube, and the 
wearing of this has made the growth shrink. I have meanwhile 
been trying to acquire skill in the use of the Killian instruments. 
The growth being in a quiescent state, I think I can get rid of it 
without danger of recurrence if I can become skilful enough in 
the use of the instruments to remove it without wounding the tis- 
sues greatly. It is a vastly different thing to operate by. direct 
tracheoscopy from performing a thyroidotomy. We have all had 
the growth return, and have had to do the operation over again 
or leave the tube in permanently. Having first reduced the con- 
gestion and got the growth in good condition, we can remove it 
perfectly well. 

I am a novice with the Killian method, which I have been using 
only two or three months; yet it is surprising how much I can do 
under anesthesia. It pays to take time, using plenty of adrenalin 
and cocaine in the anesthesia cases. In this way a great deal of 
time will be saved. There will not be much bleeding, and you will 
be able to cauterize with any substance you see fit to use. Clear 


carbolic acid has served nicely in one case, although it is too early 
to report the result in that instance. From the standpoint of a 
novice, I can but emphasize what the other gentlemen have brought 
to your attention, that by the direct method you can accomplish 
a great deal; and I think that we ought to use it more frequently. 

Dr. WILLIAM Lincotn: I agree very heartily with what has 
been said as to the extreme troublesomeness of these papillomata of 
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the larynx. <A method like this would be welcome by all. What 
we should all do is to help along in perfecting these instruments 
and this technique. After all, there will never be a time when the 
distinguishing marks of papilloma of the larynx will not be an 
extreme susceptibility to irritation, and to growth as the result of 
irritation in the larynx by any instrumentation. That, we probably 
shall never overcome; yet I think that this direct method is a great 
deal less objectionable on that account. 

I have recently had a case of marked papilloma of the larynx 
under my care. It has no distinguishing features, but is, neverthe- 
less, a very instructive one. The child had a tube inserted nearly 
three years ago. It has been operated on repeatedly, with the 
usual result of continued and more rapid regrowth. The larynx 
was then put at rest; and there was a cessation in the rapidity of 
the growth, and a shrinkage took place. Other means were tried, 
but the growth remained about the same. Finally, fhere was a 
marked growth about the orifice of the tube in the trachea. A 
large papilloma was found in that place. This child was hard to 
do anything with, and it was suggested that the X-ray should be 
tried. This was done, with immediate and gratifying results. The 
tumor, which was very large (about the size of a large marble), 
shrank up and disappeared within three or four weeks. This result 
has encouraged me to advise the regular use of the light through 
the body of the larynx, which has been carried out for four or 
five months, twice a week. The growth has shown a very encour- 
aging tendency to decrease. Whether it will entirely disappear I 
am not certain. I am inclined to think that, as is usual in such 
cases, it will diminish to a certain extent and then stop. 

Dr. WILLIAM E. CAsseLperry: It is said that habit is a strong 
force in regulating our conduct; and | confess that, whether for 
this reason or for others, I have some feeling of reluctance to per- 
mit the operation of thyroidotomy for papilloma to be wholly and 
completely put into the background. I have had a limited experi- 
ence, and have succeeded somewhat in removing papillomata from 
the larynx by means of the tube-spatula; and [ do not look upon 
this procedure as being so easily accomplished as our friend from 
New Haven has described it to be. I have encountered difficul- 
ties with the tongue under general anesthesia, supplemented by the 
use of cocaine; and also in keeping the tube where I could get 
good illumination. It is a better method in the majority of cases 


than is the infra-laryngeal operation with the mirror, and should be 
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developed to the utmost; but it is said that cases will recur, even 
after the direct method of operation. There are a number of cir. 
cumstances that should be taken into consideration in selecting the 
method of operating. The convenience and possibilities of the 
patients and their parents, as well as their financial condition and 
the location of their residences (out of town people being compelled 
to remain away from business with their children in the cities and 
hospitals), are all the basis of arguments brought to bear upon us 
to induce us to make, if possible, not a mere removal of the papil- 
loma, but a cure of the case. It should be our purpose in many 
cases to cure the papilloma of the larynx. This may be impossible 
by any method; but it still stands to reason that the more com- 
plete view, and the better access to the site of the papillomata af- 
forded in thyroidotomy affords a better opportunity for thorough 
extirpation at a single operation than does either the direct or the 
intra-laryngeal method. I have a feeling that, in the circumstances 
that I have mentioned, when the convenience and the abilities of 
the patients and their parents to take a long course of treatment 
must be considered by us, thyroidotomy still has a place in the 
treatment of papillomata of the larynx, especially in those cases in 
which recurrence has shown itself liable to take place, and in 
which we should make a thorough attempt to cure within a brief 
space of time. 


A Case of Abnormal Development of the Esophagus. J. E. 
Spicer. Lancet, Jan. 19th, 1907. 

The author has already described two similar cases of congenital 
malformation in the “Journal of Anatomy and Physiology,” Vol. 41, 
1906. 

The present case was identical and was due to maldevelopment of 
the tracheo- esophageal septum in the anterior part of the primi- 
tive esophagus. As a result the upper part of the esophagus ended 
in a dilated cul-de-sac, while the lower part of the esophagus opened 
above into the posterior wall of the trachea immediately above the 
bifurcation. The child also suffered from imperforate anus, and 
died twenty-two hours after birth. St. CLArR THoMsoN. 
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